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ABSTRACT OF THE DISSERTATION
THE RELATIONSHIP OF SPIRITUALITY AND THE HEALTH PROMOTING
BEHAVIORS OF DIET AND EXERCISE OF AFRICAN AMERICAN WOMEN
by
Deirdra Nicole Chester
Florida International University, 2003
Miami, Florida
Professor Susan P. Himburg, Major Professor
Public health data show that African-Americans have not adopted health-
promoting behaviors of diet and exercise. Spirituality, important in the lives of many
African-American women, may be associated with health-promoting behaviors. This
study was designed to determine how spirituality relates to health-promoting behaviors in
African-American women. Burkhardt's theoretical framework for spirituality was
adopted and measures were selected for the three elements of the framework:
connectedness with self, others, and environment.
The study used a descriptive cross sectional correlational design to investigate the
relationships of the independent variables of spirituality, sociodemographics, and BMI, to
the dependent variables of diet and exercise, to answer the two primary questions: What
is the role of spirituality in impacting the health-promoting behaviors of African-
American women? Of the independent variables of spirituality, sociodemographics, and
BMI, which are the best predictors of diet and exercise?
Central and South Floridian African-American women (n=260) between 18 and
82 years of age completed several questionnaires: Rosenberg's Self-Esteem Scale, Health
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Promoting Lifestyle Profile II, Spiritual Perspective Scale, Brief Block Food Frequency,
and socio-demographic information.
Hierarchical regression identified 40% of the variability of diet to be explained by
socio-demographic (education) and spirituality variables (stress management and health
responsibility) (p<.001). Twenty-nine percent of the variability of exercise was explained
by socio-demographic (education) and spirituality variables (stress management)
(p<.001). Canonical correlation analysis identified a significant pair of canonical variates
which indicated individuals with good nutrition (.95), increased physical activity (.79),
and healthy eating (.42) also had better stress management (.88), better health
responsibility (.67), higher spiritual growth (.66), better interpersonal relations (.50),
more education (.49), and higher self-esteem (.33). The set explained 57% of the
variability (p<.001).
An understanding of the factors that influence these women's decision to utilize
health-promoting strategies could provide health professionals with additional
information to enable them to design culturally and spiritually related health messages for
African-American women. The findings of this present study speak of the importance of
focusing on stress management, health responsibility, spiritual growth, interpersonal
relations and self-esteem along with diet and exercise; this will likely provide
improvement in the health-promoting behaviors of African-American women.
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CHAPTER I
INTRODUCTION
Supporters of preventive health care assert that the presence of health promoting
behaviors, such as a healthy diet and exercise, will help people avoid disease and lead
healthy productive lives. This message is widespread, yet statistics show that large
percentages of the United States (US) population are not influenced enough to adopt
these healthier practices (Riebe et al., 2003, Juhaeri et al., 2003). Thus, death and illness,
especially from chronic diseases such as heart disease, diabetes mellitus and strokes,
remain high, especially in minority groups within the US.
Healthy People 2010 presents a comprehensive, nationwide health promotion and
disease prevention agenda. The document serves as a roadmap for improving health of
all people in the US. The two overarching goals of Healthy People 2010 are to increase
quality and years of healthy life, and eliminate health disparities. Healthy People 2010
also lists specific objectives to be achieved regarding the prevalence of chronic diseases
in specific populations as a way to achieve these overall goals (U.S. DHHS, 2000).
Chronic diseases such as heart disease, hypertension, and diabetes are listed
among the top ten causes of death in the U.S. population; however, the death and illness
burden from these diseases is not evenly distributed among the various population groups
(U.S. DHHS, 2000, U.S. DHHS, 1991). Minority populations usually have a
disproportionately high percentage of persons who are ill or die from these chronic
diseases. As a group, African American women are particularly hard hit by chronic
diseases, many of which have nutrition as a risk factor and are managed in part by dietary
changes. Obesity is also listed as a risk factor for some of these diseases and again
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nutrition intake is a risk factor for obesity. There is enormous concern about the public
health implications of health disparities among minorities in the prevalence and treatment
of chronic disease, especially obesity, heart disease, hypertension, and diabetes;
therefore, there is a need for effective culturally appropriate interventions for minority
populations.
African American women experience disparities in almost every area of health
(U.S. DHHS, 2000, U.S. DHHS, 1991; Satcher, 2001). Obesity and overweight are
major health concerns, particularly among African American women. Indeed, 60% of the
34 million African American women, between 45 and 65 years of age, are overweight or
obese (Allison et al., 1997, Gore, 1999, Nelson et al., 2002). Coronary heart disease
death rates show that African Americans are at a greater risk than any other racial group,
with 147 out of 252 deaths per 100,000 attributed to women of African American
descent. African Americans also experience 80 deaths per 100,000 from stroke;
moreover, as many as 40% of African Americans age twenty and older have
hypertension.
In general, for heart disease in the US, the death rate has been consistently higher
in males than in females and higher in the African American population than in the white
population. African American women have the highest age-adjusted prevalence of
diabetes followed by African American men, White women, and White men (MMWR,
1997). African American women also have a high incidence of diabetes, in part because
of high rates of obesity (NIH, 1997; Position of ADA, 1999; U.S. DHHS, 2000; U.S.
DHHS, 1991).
2
The total cost for cardiovascular disease, stroke, diabetes, and cancer, based on
medical costs, productivity losses because of disability, and premature death, are now in
excess of $70 billion each year (Frazao, 1999). Much of this cost is the result of the
increased prevalence of chronic disease in women, especially African American women
(Satcher, 2001).
The aforementioned chronic diseases that are prevalent among African American
women have several risk factors in common, including obesity and overweight, decreased
physical activity, and poor dietary habits (e.g., high salt and sodium intake, inadequate
fruit and vegetable consumption and calcium intake, and excessive consumption of fat
and kilocalories). Consequently, special attention should be paid to finding effective
means to provide messages promoting healthy dietary practices for African American
women (e.g., consuming diets low in saturated fat, dietary cholesterol, and total fat as
well as adequate energy, and fruit and vegetable consumption) that they are likely to
adopt.
In addition to being the most affected by chronic diseases, African American
women experience some of the worst health outcomes. Therefore, it cannot be overstated
that efforts should be made to achieve the Healthy People 2010 objectives that address
improving health status and outcomes of African American women. To do so, ethnic-
specific interventions to prevent as well as diagnose and manage chronic disease warrant
more attention. It is clear that the one-size-fits-all approach to public health that was so
effective for expanding the lifespan of men and women in the last century will not meet
the challenges of the new century (Satcher, 2001). This is especially true regarding
meeting the health and ethnic-specific needs of women.
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Recently, the realization that women's health care needs are different from those
of men led to a series of gender-specific research programs that have produced health
information on women and have allowed for a clearer understanding of women's unique
health and nutritional needs. This has led to policies and health recommendations
specifically for women.
In the field of nutrition, the American Dietetic Association's (ADA) position
paper on women's health acknowledges that within the past 10 years women's health has
evolved to a much broader paradigm. It recognized that women's health refers to the
prevention, diagnosis, and management of conditions or diseases that may be unique to
women, be more prevalent in women, or manifest differently in women than in men, and
should therefore encompass women's emotional, social, cultural, spiritual, and physical
well-being (Position of ADA, 1999). It also recognizes the central role nutrition plays,
thus enabling women to be healthy. It added that health promotion is a vital part of
disease prevention, stating that optimal nutrition and physical activity promote health and
reduce the risk of chronic disease. The ADA position paper emphasized that nutrition is
a critical component of risk reduction and treatment and must be included in both clinical
and preventive services for women to prevent and treat chronic conditions, for example,
cardiovascular disease, cancer, osteoporosis, diabetes, and body weight abnormalities
(Position of ADA, 1999). It also recognized that women's spirituality is related to their
health.
The present research focused on women because of the health disparities
experienced by women, especially African American, and the need to be able to provide
them with appropriate care and health education to reduce their chronic disease and
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illness burden as well as to improve their health and well being. This presents a
challenge, as a large proportion of African American women are medically underserved
(Satcher, 2001). Approximately 40 million of America's 140 million women are
members of racial and ethnic minority groups (Satcher, 2001). This number is increasing
and by the year 2050 approximately 47% of American women will belong to ethnic and
racial minority groups (e.g., Hispanic, African American, Asian and Pacific Islander, and
Native American Indian and Alaska Natives) with African American women comprising
one of the largest minority women's groups in the US (Satcher, 2001).
The time has now come to focus on addressing the health needs faced by the
different socioeconomic and ethnic groups of American women. The changing
demographic profile of the US makes it important that effective, culturally appropriate
care and health education be provided for African American women.
Over the years, there has been an increase in the number of nutrition education
interventions in the African American community and there have been some decreases in
mortality from chronic diseases, however, not to the levels needed to reach the goals of
Healthy People 2010 (Domel et al., 1992; Cooper, 1993; Furumoto-Dawson et al., 2003).
Chronic disease statistics for African American women show, in many instances, they are
the most affected (Satcher, 2001); it would seem that African American women have
been overlooked somehow in this era of increased nutrition education.
For a successful health and nutrition intervention program, it is important not only
to focus on the desired result, for example, weight loss, but also to focus on
understanding the factors that influence the target population's health and nutrition
behaviors. Subsequently, an appropriate intervention program can be provided to enable
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these individuals to adopt and maintain the desired healthy behaviors (e.g., consuming an
adequate diet and engaging in adequate physical activity to maintain weight loss).
Realizing the central role the church plays in African American life, health
promotion specialists have utilized church settings, a common gathering place for African
Americans of all ages, genders, and socioeconomic levels, to provide health intervention.
These programs established an initial successful track record (Kumanyika et al., 1992;
Melynx & Weinstein, 1994; Pratt, 1994; McNabb et al., 1997). Their long-term success
is being followed in a few cases (CDC, 2003; Yanek et al., 2001).
The knowledge that church based studies have been successful with African
Americans is not surprising considering the central role the church plays in African
American culture. The role that churches play could be used as avenues to influence all
aspects of African American behavior. However, equally important and perhaps more
influential to African American behavior would be a focus on their spirituality, which is
indeed related to, but not the same as, their association with the church (religiosity).
It is possible that the limited success achieved thus far in influencing the health
behaviors of African American women, even for church-based intervention, is due to the
fact that these programs did not focus on the role played by spirituality in influencing the
diets and health promoting behaviors of African American women. In fact, this genre of
research studies on African Americans merely used the church environment to access the
population. Religion (religiosity) is at the core of the lives of many African Americans;
however, religiosity is inherently different from spirituality.
The American Heritage Dictionary (Houghton Miflin, 2000) refers to religiosity
or religion as "a set of beliefs, values, and practices based on the teachings of a spiritual
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leader" or "a system grounded in such belief and worship of a creator and governor of the
universe." Spirituality is referred to as "of, concerned with, or affecting the soul" or "of,
relating to, consisting of, or having the nature of spirit, not tangible or materials"
(Houghton Miflin, 2000). Therefore, in essence, religiosity is based in the act of
attending a place of worship and believing in a supreme being that created the universe,
while spirituality is a measure of the personal relationship the individual has with herself,
others, and the environment that influences all of her life. This makes spirituality more
critical because of its use as a roadmap by individuals to formulate a worldview of life
and how it should be lived. Spirituality, therefore, has the potential to give instruction on
how individuals should live, what they should eat, and how they should treat their bodies,
that is, it could influence health behavior.
The aforementioned definitions of spirituality differentiate it from religiosity, but
do not provide a strong theoretical framework for research. In fact, many studies on
religiosity lack a research-based paradigm. A model from the nursing profession
provides the strongest link between spirituality and health. Burkhardt (1989) presents a
theoretical model of spirituality that describes several components and has been used in
research as a framework to measure this concept (Burkhardt, 1989; Nagai-Jacobson &
Burkhardt, 1989). Burkhardt provides the framework/model in order to investigate the
components of spirituality, but other questionnaires must then be used to measure these
components within the context of the Burkhardt model. Walker's (1987) Health
promoting Lifestyle Profile (HPLP II) has been used in various studies to measure the
three components of spirituality as identified by Burkhardt, connectedness with self,
others, and the environment.
7
The present study utilized operational measures of the different components of
spirituality as defined by Burkhardt and measured by the HPLP II (Walker et al., 1987),
Spiritual Perspective Scale (Reed, 1986, 1987), and Rosenberg's Self-Esteem Scale
(Rosenberg, 1965) to examine the relationship of spirituality and health promoting
behaviors in African American women. Although other researchers have used the HPLP
II and Burkhardt's model, none have used the combination of the HPLP II, Rosenberg's
Self-Esteem Scale, and the Spiritual Perspective Scale, which is unique to the present
study.
Burkhardt proposed a theory of harmonious interconnectedness to operationalize
spirituality. Burkhardt identified the components of spirituality, namely connectedness
with self, others, and the environment, that are appropriate for this present research.
Harmonious interconnectedness refers to a sense of relatedness to and connectedness
with all of life or being in harmony with the universe (Burkhardt, 1989).
In Figure 1, the three components of harmonious interconnectedness
(connectedness with self, others, and the environment) are depicted by the measurements
of the Health Promoting Lifestyle Profile II, Spiritual Perspective Scale, and Rosenberg's
Self-Esteem Scale. Connectedness with self was measured using the Rosenberg Self-
Esteem Scale and the HPLP II Spiritual Growth subscale, which together measured self-
esteem or self-concept and whether an individual engaged in personal development.
Connectedness with others was measured using the HPLP II Interpersonal Relations
subscale and HPLP II Stress Management subscale, which together measured whether an
individual connects in life-giving ways with family, friends, or social groups; whether an
individual engaged in reconciliation; and if there is a loss of connectedness which causes
8
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conflict. Finally, connectedness with the environment was measured using the HPLP II
Health Responsibility subscale and the Spiritual Perspective Scale, which both measured
whether an individual has a sense of connection with all of life and nature and if the
individual experienced a sense of harmony.
Even though these instruments have been used within the context of Burkhardt's
theory of spiritual interconnectedness to measure spirituality in health care settings they
have not been used to examine spirituality's impact on diet and exercise with a view to
understanding the role of spirituality in impacting health promoting behaviors to manage
chronic diseases. Indeed, a review of the body of spirituality research found nothing
reported in the area of chronic disease prevention. Therefore, spirituality may be the
missing component that allows health care providers to create appropriate interventions
to motivate African American women to adopt better health promoting behaviors,
especially healthy diets and exercise. This insight highlights the importance of this study.
Purpose of the Study
The relationships among diet, exercise, and chronic disease are numerous and
complex. It is well known that a high quality diet has a positive effect on reducing the
incidence of chronic diseases including diabetes, heart disease, and hyperlipidemias
(Kumanyika, 1990; Kumanyika et al., 1992; Neumark-Sztainer et al., 2000; Adams-
Campbell et al., 2000; Koffman et al., 2001). Further, increased physical activity also has
a positive effect on reducing the incidence of chronic disease (Pleas, 1988; Kohl et al.,
1998; Ainsworth et al., 1999; Sevick et al., 2000; Gillman et al., 2001; Jakicic et al.,
2002; AICR, 2002). However, to date, exercise interventions designed to decrease the
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mortality and morbidity rates of chronic disease in Americans and in the African
American population, specifically, could be more effective (Goodrick & Foreyt, 1991;
Williamson, 1991; Kuczmarski, 1992; Gore, 1999; Kratina & Tuttle, 2001).
The overall goal of this study was to understand the manner in which spirituality
impacts the health promoting behaviors related to diet and exercise habits of African
American women. This study examined the relationship between spirituality (using the
Burkhardt model) and women's health promoting behaviors of diet (as measured by the
HPLP II Nutrition Subscale and the Healthy Eating Scale) and exercise (as measured by
the HPLP II Physical Activity subscale). An understanding of the factors (including the
mind connection through the components of spirituality) that influence decisions these
women make to utilize health promoting strategies such as eating healthy diets and
engaging in regular exercise, could provide health professionals with additional
information to enable them to design culturally appropriate health messages for African
American women. Consequently, this study focused not only on the health of these
women, but on their spirituality as well.
Research Questions
Data for this cross-sectional study included sociodemographic, anthropometric
(reported height and weight), dietary, exercise, and spirituality components in order to
answer the two primary questions of the study: What is the role of spirituality in
impacting the health promoting behaviors (diet and exercise) of African American
women? Of the independent variables of spirituality, sociodemographics, and BMI,
which are the best predictors of diet and exercise?
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The framework and analysis for the study are represented by the following
sequence of questions:
1. What are the sociodemographic characteristics of study participants?
2. How do African American women score on the various spirituality
subscales?
3. What is the relationship among dietary intakes, exercise habits, and BMI
of African American women?
4. What is the relationship between sociodemographics, dietary patterns (as
measured by the HPLP II Nutrition Subscale and the Healthy Eating
Scale) and exercise habits of African American women?
5. What is the interrelationship of spirituality, sociodemographics, and BMI?
6. What role does spirituality play in the lives of African American women
as it relates to their diet and exercise habits?
7. Of spirituality, sociodemographics, and BMI, which are the best predictors
of a healthy diet (as determined by scores from the HPLP II Nutrition
Subscale and the Healthy Eating Scale) and exercise patterns in African
American women?
Significance of Study
In this era of increasing health care costs and increased prevalence of chronic
disease, especially in minority populations, providing quality preventive health care is a
necessity. Emphasis must be placed on finding appropriate avenues for women to access
and utilize health promoting information. There is a growing body of evidence in the
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literature that spirituality positively impacts the well-being and longevity of patients who
were hospitalized as a result of serious illnesses, for example, cancer and heart attacks
(Reed, 1986; Reed, 1987; Reed, 1991). However, very little has been done to determine
the extent to which spirituality positively impacts the health promoting behaviors of free-
living individuals. Understanding the role spirituality has in helping African American
women adopt health promoting behaviors can facilitate development of culturally
appropriate programs. This would be timely and could possibly have a positive impact
on the increase in illness and death from chronic disease being experienced by African
American women.
In this study, evidence was gathered about the relationship between spirituality
and the health promoting behaviors of diet and exercise in African American women.
This baseline information on spirituality and health promoting behaviors provides a
cross-sectional snapshot of how African American women residing in Central and South
Florida view their health within the context of their spirituality. Therefore, findings can
provide a basis for future research and intervention that involve incorporating spirituality
as it relates to their diet and exercise behavior.
Operational Definitions
African American - Since there are different Afrocentric groups residing in the
United States, for the purpose of this dissertation when referring to the published
literature, unless otherwise stated, Black and African American are interpreted as the
all-encompassing terms to describe persons of African descent.
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Connectedness with the environment/universe - experiences a sense of connection
with all of life and nature; is aware of effects of the environment on one's life and
well-being; demonstrates concern for the health of the environment (Burkhardt,
1989).
Connectedness with others - connects in life-giving ways with family, friends,
social groups, church, and the like; engages in personal development (Burkhardt,
1989).
Connectedness with self - demonstrates positive self-concept and self-esteem; has a
sense of belonging in the world and with family, friends, social groups, church, and
the like; pursues creative activities; has a realistic sense of self, realizes own
potential; demonstrates love of self; engages in reconciliation (Burkhardt, 1989).
Harmonious Interconnectedness - a person experiences harmony in relationships
with: self, others, and the environment (Burkhardt, 1989).
Spirituality - realizing that there is no single definition of spirituality, spirituality for
the purposes of this research was defined as an individual's connectedness with self,
an awareness of one's inner self. A person that is spiritual demonstrates positive self-
concept and self-esteem and has a sense of belonging. A person that is spiritual also
demonstrates connectedness with others and the environment in which they live.
They demonstrate positive interpersonal relations and have a connection with life and
nature.
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CHAPTER II
THE LITERATURE
The literature review includes a discussion of chronic disease in African
American women and the role that the church plays as a social institution. A discussion
of church-based interventions follows. Although women were recruited from Black
churches as well as social groups in this study there is a holistic spirituality approach and
not one with a basis in religion. A broader definition of spirituality is presented and the
potential relationship of spirituality to health promoting behaviors (diet and exercise).
Finally, the conceptual framework will be presented, which includes a discussion of the
measures related to spirituality.
African American women represent 13% of the total population of U.S. women
(homer.ssd.census.gov., Accessed 11/07/00). The U.S Census Bureau estimates that by
the year 2050, 14% of the American population will be non-Hispanic Black. The ADA
position paper on women's health and nutrition states that the disparities in mortality
between White and minority women are due to higher poverty rates; social and cultural
barriers to health education and promotion, preventive services and medical care;
inadequate primary care physicians practicing in rural or urban low-income areas;
inadequate local health care facilities; and insensitivity of many health care facilities to
the needs of minority women (Position of ADA, 1999). All of the issues mentioned
above are important reasons why African American women experience poorer health
outcomes.
Although African American women experience some of the same health problems
as White women, as a group, they are in poorer health, use fewer health services, and
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continue to suffer disproportionately from premature death, disease, and disabilities
(Satcher, 2001). Many of these women also face tremendous social., economic, cultural.,
and other barriers to optimal health. Health statistics differ greatly between African
Americans and Whites in the United States. With age- and gender-adjusted all-cause
death rates 60% higher among African Americans (Whitfield et al., 2002; Carmichael et
al., 1998). This increase in death rates among African Americans warrant special
attention to this population, thus decreasing death rates from chronic diseases.
Nutrition plays a critical role in decreasing chronic disease risk experienced by
African American women. It is well known that a high quality diet will decrease the
prevalence of chronic disease. Dietary changes have been implicated in the management
of chronic disease, more specifically, hypertension, diabetes, cardiovascular disease,
coronary heart disease, and stroke. Consuming a high quality diet means increasing fruit
and vegetable intake, thereby increasing dietary fiber (>25 grams), reducing total fat
(<30%) and saturated fat (<10%), increasing complex carbohydrates thus increasing
whole grains and dietary fiber, and decreasing sodium intake for management of salt-
sensitive hypertension (Fox et al., 1996; Furumoto-Dawson et al., 2003; Krause et al.,
2000).
Nutrition is essential for growth and development, health, and well-being.
African American women have disproportionately high rates of obesity, diabetes,
dyslipidemias, and hypertension. It is thought that many chronic diseases can be
controlled by healthy habits and diet change (Position of ADA, 2002). African American
women are specifically targeted by Healthy People 2010 objectives to improve their
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nutrition and physical activity as a means to decreasing their prevalence of chronic
diseases.
Relationship Between Obesity and Chronic Disease
Behaviors (e.g., poor eating habits and physical inactivity patterns) that contribute
to obesity are developed in the context of individuals' lives. For example, the home and
the community are specific contexts which influence one's behavior (Pratt, 1994).
Obesity continues to be one of the most pervasive and persistent health problems
in the United States. Approximately 34 million Americans are overweight. This problem
is magnified in populations of color, especially African American women. Indeed,
almost 25% of American women are overweight, including 30% European American and
60% African American women between 45 and 65 years of age (Allison et al., 1997;
Gore, 1999; Nelson et al., 2002). Obesity has been noted as a strong associative or risk
factor in the incidence of diabetes, hypertension, and hyperlipidemias (Williamson et al.,
1991). The problem of obesity itself emphasizes the need for culturally- and spiritually-
based nutrition education that will alleviate the problem of obesity in the African
American female, since the African American female is more at risk than any other racial
or gender group.
Overweight is also a condition of major public health concern in the United
States. According to the Surgeon General's Report on Nutrition and Health, overweight
is a risk factor in diabetes, hypertension, stroke, coronary heart disease, some types of
cancer, and gallbladder disease. Overweight occurs across all subgroups of the
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population, but is particularly prevalent in the predominant ethnic minorities
(Kuczmarski, 1992).
It is clear that overweight and obesity are precursors to many chronic diseases.
To alleviate the problems of both obesity and chronic disease in the African American
population, a clearer understanding of the health promoting behaviors that could prevent
these conditions are clearly warranted. As revealed in the subsequent discussion, the role
of the Black church is a growing area of interest in the milieu of developing culturally
appropriate interventions.
The Role of the Black Church
Research findings suggest that religious involvement is central to the lives of
African American people (Musgrave et al., 2002). African Americans' identity is often
based in the churches they attend. Hence, more upwardly mobile African Americans
travel to the churches in their old neighborhoods. Therefore, these churches often serve
as social institutions because they guide personal and political decisions. The following
studies included a definition of spirituality in its more narrow perspective of religiosity
(i.e., set of beliefs based on a religious leader, attending a place of worship, and believing
in a supreme being).
African Americans are more likely to pray privately, practice religious rituals,
attend religious services, and believe that the Bible is the Word of God (Jacobson et al.,
1990; Johnson et al., 1991). Older African Americans indicate that religion provides
comfort during stress (Seaward, 2000). African American caregivers see God as a source
of help (Picot et al., 1997).
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Historically, spirituality for Black women has been and is centered in slavery.
Slavery, with its sexual abuse of Black women, and its separation of families, was an
attempt to destroy African culture (Williams, 1993). In spite of these hardships, enslaved
women were able to transcend and transform their experiences through their religion,
which provided hope in personal and community relationships (Musgrave et al., 2002).
Enslaved women embraced a religious experience that affirmed the presence of God in
their struggles (Collins, 1991). African Americans' spirituality was focused and defined
in a communal religious experience (Musgrave et al., 2002). The present research would
describe this as religiosity, and not the more holistic definition of spirituality.
Since slavery, the Black church has served a critical role in Black women's lives
(Musgrave et al., 2002; Levin, 1984). God is seen as a deliverer from unjust suffering
and the comforter in times of trouble (Eugene, 1995). The church provides renewal and
empowerment. In Black churches women feel free to receive and exhibit the reviving
power of the Supreme Being as a healing resource supplying meaning in the midst of
trials and tribulations (Baker-Fletcher, 1998). The overt expression of emotion in Black
churches offers an outlet for pent-up anguish. Women become therapists to each other
and the church assumes the role of "an asylum of therapeutic assistance" as well as a
place of shelter (Eugene, 1995).
Levin (1984) stated that historically, the Black church has been the preserver and
perpetuator of the Black ethos, the radix from which its defining values and norms have
been generated; furthermore, it is the autonomous social institution that has provided
order and meaning to the Black experience in the United States. The Black church is an
extremely relevant locus for the practice of community medicine (Levin, 1984). Health
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status indicators for Americans show that African Americans are at greater risk for diet-
related chronic diseases. They are also underserved regarding access to preventive health
care.
The present study focused on investigating the relationships between spirituality
and health promoting behaviors as they relate to health and nutritional issues. A rapidly
growing body of literature points to the relevance of basing strategies of planned social
change within the sphere of religion targeting Black Americans (Levin, 1984; Smith,
1989; Kavanaugh, 1997; Hassed, 1999). Although external influences upon the
theological orientation of the Black church may vary, its central role has remained
essentially unchanged. The Black church continues to take the lead in addressing the
needs of Blacks in the United States (Levin, 1984). For this reason, the Black church is
often selected as the community vehicle for the prevention and alleviation of health
problems and, indeed, obesity in African American women.
The Black church has proven to be important and very influential in the lives of
African Americans and in their communities. Churches, as social structures, are
influential in inculcating attitudes, knowledge, and values as well as group norms.
Churches are conceptualized as having a central role in the socialization of its members
to optimize their individual health behaviors. The church is the focal point in the African
American community and draws its clientele from a broad geographical area.
Churches and health practitioners are teaming to address health issues
(Kumanyika and Charleston, 1992; McNabb et al, 1997). This has been done through
focus groups, health fairs, and seminars. One of the rewards of health practitioners
working with the church to address the health and nutritional needs of African Americans
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is knowing that the work is easing a great financial strain in the African American
community by decreasing the cost related to poor health in this population in the future.
There is potential for having the benefit of reaching a population that perhaps would not
be reached in other ways.
Church-Based Interventions
Church-based interventions have become an important component of preventive
health programming. They are considered particularly effective in the Black community
because of the central role of churches as a social structure in the lives of African
Americans. The importance of the Black church has been documented in four areas of
community medicine: primary care delivery, community mental health, health promotion
and disease prevention, and health policy (Levin, 1984; Blank et al., 2002).
However, literature reports on church based intervention outcomes are mixed.
Some study findings have included positive outcomes from church based investigations
(Kumanyika and Charleston, 1992; McNabb et al., 1997), while others have not had such
definitive outcomes of the role of the church (Smith, 1989). Smith (1989) examined the
role of Black churches in supporting compliance with antihypertensive regimens. In this
study, a sample of 63 hypertensive subjects from two inner-city Black churches, 33 from
a church that had a hypertension screening project and 30 from one that did not, were
evaluated. Clients from the church with the project did not score higher on a self-report
compliance measure than those from the church without the project. The study
concluded that there was no relationship between support and compliance and blood
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pressure control. It was also concluded that the church without a screening program was
viewed by clients as more supportive than the one with the program.
Kumanyika and Charleston (1992) conducted the Lose Weight and Win, a church-
based weight loss program for blood pressure control among Black women in Baltimore
area churches. The study was conducted with 184 Black and three White women
between 18 and 81 years old. The program included nutrition education and a behavioral
counseling component for the weight loss program. The core intervention program was a
series of eight weekly classes held at the individual churches. Almost 90% of the women
lost some weight and a very small percentage had a net gain. Weight loss increased with
attendance: low, medium, and high attenders lost an average of 3, 6, and 9 lbs,
respectively.
McNabb et al. (1997) conducted the PATHWAYS Church-Based Weight Loss
Program for Urban African American Women at Risk for Diabetes in Chicago. Thirty-
nine obese women were recruited from three urban African American churches. Subjects
in the experimental group (n=19) were assigned to receive a 14-week weight loss
program and the control group (n=20) was put on a waiting list to receive the program at
the conclusion of the study period. After completing the program, the PATHWAYS'
participants lost an average of 10.0 lbs, and the control group subjects gained an average
of 1.9 lbs. The study concluded that a weight loss program administered by trained lay
volunteers was effective in producing significant and clinically meaningful weight loss
among African American women who often do not benefit from typical weight loss
programs.
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The aforementioned studies used the church setting, but did not incorporate
spirituality as defined by Burkhardt, and used as the theoretical framework for the present
study, to institute or determine if screening programs in a church would increase
participation in these studies. Would incorporating a component of spirituality increase
the weight loss of the women in these studies? The church represents a potentially
effective channel for delivering health programs to African Americans. Many Black
churches include health as part of their overall mission, offering health services and
programs through special committees and ministries; moreover, given the potential ease
of participant recruitment and tracking, churches also represent an excellent research
setting (Resnicow et al., 2001).
Spirituality
Definition and Framework
It is important to understand exactly what spirituality is. It has been asserted in
the literature, "there is no single recognized definition of spirituality" (Bensley, 1991).
The recognition of the spiritual dimension as a vital component of human wellness has
led to an increased interest in spirituality education (Hawks et al., 1995). Spiritual health
has been difficult to define because it is thought to have no clear structure, parameters, or
measurable components (Eberst, 1984).
However, the work of Burkhardt provides a useful structure and definition that
has been used by the nursing profession. This theoretical framework gives the broad
view of spirituality that includes a harmonious interconnectedness. This harmonious
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interconnectedness is when an individual experiences harmony in relationships with self,
others, and the environment/universe (Burkhardt, 1989) (see Figure 2).
Researchers have studied spirituality, religion, or integrated the two concepts.
Some of these definitions have been related to one's own belief, and some have been
related to organized religion (e.g., social structures). "Spiritual well being," also known
as "spiritual health," is related to one's own belief, and has been defined as life-affirming
relationships or harmonious interconnectedness with deity, self, community, and
environment; a process of being and becoming through being; the health of the totality of
the inner resources of a person; the wholeness of one's spirit and unifying dimension of
health; a process of transcendence; and perception of life as having meaning (Burkhardt,
1989).
Burkhardt (1989) described spirituality as "a process and sacred journey, the
essence or life principle of a person, the experience of the radical truth of things, a belief
that relates a person to the world, giving meaning to existence, any personal
transcendence beyond the present context of reality, a personal quest to find meaning and
purpose of life, and a relationship or sense of connection ... ". Burkhardt referred to
religion as a belief system -- a product of the rational mind. She then referred to
"religiosity" pertaining to the knowledge, beliefs, feelings, and practices of a person
(Burkhardt, 1989). However, it is possible for an individual to define oneself as religious
(e.g., connected to a higher power, God, or universe), but not necessarily be tied with the
social institution of a church.
The concept of spirituality has not been adequately defined, researched, grounded
in theory, or integrated into the health education curriculum. Health is generally defined
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as a holistic, multidimensional phenomenon that includes not only physical, but also
emotional, intellectual, occupational, social, and spiritual components (Burkhardt, 1989).
However, it is becoming increasingly clear, that the concept of health is very much
related to spirituality or the spiritual health of an individual. It is thought that high levels
of wellness cannot be achieved without a balance in the various dimensions of health
(Reed, 1991).
Spirituality's Link to Health
Currently, there is no single recognized definition of spiritual health. Spiritual
health is defined as a high level of faith, hope, and commitment in relation to a well-
defined worldview or belief system that provides a sense of meaning and purpose to
existence in general, and that offers an ethical path to personal fulfillment that includes
connectedness with self, others, and a higher power or larger reality (Hawks et al., 1995).
Several research interventions have explored spiritual health (Hassed, 1999;
Kavanaugh, 1997; Hawks et al., 1995). Hawks et al. (1995) explored three models for
enhancing spiritual health in three different studies. The first study, the Lifestyle Heart
Trial explored the spiritual impact of connectedness with self, others, and a higher power.
In addition to appropriate medical interventions (when necessary), subjects in the
treatment group received a low-fat vegetarian diet, stress management training, and
moderate exercise. At one-year follow-up, angiography showed that the treatment group
had a significant regression in the extent of occluded arteries; whereas, the usual-care
group experienced an increase in the level of blockage.
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Hawks et al. (1995) reviewed a research study that explored cancer by using
group support with a spiritual impact of meaning and purpose in life, connectedness with
self and others, and contemplating a larger reality. This study's impact on behavior was
on family communication, doctor-patient communication, treatment compliance, and
expressing of emotions. The health impact of this study was decreased mortality, less
pain, improved mood and tastes, and enhanced immune function (Hawks et al., 1995).
Hawks et al. (1995) also reviewed a study that used meditation as a form of
spiritual intervention in another study. Regular use of stress reduction techniques
reduced anxiety, pain, depression, panic attacks, and medical symptoms. The patients
also experienced psychological improvement in their attitudes.
In Bensley's (1991) "Defining Spiritual Health: A Review of the Literature," he
concluded that total health consists of a variety of components, notably physical.,
mental., emotional., social., and spiritual dimensions of health. Ram (1988) hypothesized
that spiritual health is an inseparable unity of body, mind and spirit; consequently, ill-
health can be caused by a disturbance in relationships between these factors.
Measures Related to Spirituality
The present study utilized operational measures of the different components of
spirituality as defined by Burkhardt and measured by the Rosenberg's Self-Esteem Scale
(Rosenberg, 1965), HPLP II (Walker et al., 1987), and the Spiritual Perspective Scale
(Reed, 1986, 1987). Although other researchers have used the HPLP II and Burkhardt's
model, none have used the combination of the HPLP II, Rosenberg's Self-Esteem Scale,
and the Spiritual Perspective Scale. This combination is unique to the present study.
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Specific connections of the measures to Burkhardt's framework include: self-esteem and
spiritual growth, which are related to the concept of connectedness with self;
interpersonal relations and stress management, which are related to connectedness with
others; and finally, health responsibility and spiritual perspective scale, which are related
to connectedness with the environment/universe.
Self-Esteem
In Burkhardt's Theoretical Framework, self-esteem is related to the framework in
connectedness with self. The framework explains that an individual that exhibits
connectedness with self demonstrates a positive self-concept and self-esteem (Burkhardt,
1989), thus this is included as a measure of spirituality in this dissertation research.
Faith et al (1998) examined self-esteem as it related to African Americans in four
nationally representative samples. These authors critiqued data sets of previous studies
and focused specifically on self-esteem in African American populations. The first study
sample examined self-esteem in an adolescent population, a sample of 2,788, mainly
African American females between 13 and 20 years old. The gender breakdown of the
sample was 76.4% female and 23.6% male. The mean age was 16.14 + 1.40. Only
African Americans with complete weight, height, and self-esteem were included in the
analysis. This study concluded that there were no significant interactions in terms of
BMI, age, and sex as it related to self-esteem. Self-esteem was measured in the second
study designed to investigate the life experiences of a nationally representative group of
young adults born in the late 1950s and early 1960s. This study sample analyzed a total
of 2,589 subjects, who were between 14 and 22 years old, specifically, 1,286 males and
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1,303 females, all of whom considered themselves African American. The mean age
score was 17.55 2.23. The dependent variable self-esteem was operationalized using
the Rosenberg Self-Esteem Scale. Scores in this sample ranged from 10 to 40, with a
mean of 22.57 + 2.53. Self-reported measures of height and weight were then converted
to BMI. The range of BMI scores was 12.41 to 51.49 with a mean of 23.02 + 3.8. Again,
interactions on relative body weight, age, or sex with self-esteem, were not statistically
significant.
In the third study sample, self-esteem related to relative body weight in high
school African Americans. The study was conducted by the National Center for
Education Statistics (NCES) for the purpose of studying longitudinally the educational.,
vocational., and personal development of young people. Subjects were included from the
first wave of sophomores from the 1980 High School and Beyond survey (n=3,514
African Americans). The gender breakdown of subjects was 55.9% female and 44.1%
male. Their mean age was 15.67 + 0.82. The study concluded that when self-esteem was
regressed on relative body weight, the resulting R2 was only 0.001, but reached statistical
significance (p=0.039).
The final study sample by Faith et al. (1998) was designed to examine the cultural
experiences of African Americans. This was the first nationally representative cross-
sectional survey of an adult African American population in the United States. Subjects
were 2,107 African Americans, 18 years and older. The gender breakdown was 62.2%
female and 37.8% male. The mean age of subjects was 43.07 17.73. The Rosenberg
Self-Esteem Scale was used in the study to determine any relationship with relative body
weight in this sample. Relative Body Weight (RBW) was subjectively assessed by the
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interviewer on a 7-point ordinal scale anchored by the two ends with terms
"underweight" and "overweight." Among the subjects analyzed, the mean RBW was
4.20 + 1.08. This study concluded that there was no significant relationship with self-
esteem as it relates to body weight.
There has been an overwhelming belief among researchers that African
Americans are relatively unaffected by their body weight. However, the data fail to
support the idea that women want to be overweight or that they are unaffected by their
weight. Moreover, the reasons why African American women seem relatively "tolerant"
of overweight are unknown at this time and warrant further research.
Health Promoting Lifestyle Profile
There are many subscales of the HPLP II that are connected to Burkhardt's
theoretical framework (Walker, 1987). These subscales of the HPLP II are: spiritual
growth, health responsibility, physical activity (exercise), nutrition, interpersonal
relations, and stress management (Walker, 1987). Specific connections of the HPLP
subscales to Burkhardt's framework include: spiritual growth, which is related to the
concept of connectedness with self; interpersonal relations and stress management, which
are related to connectedness with others; and finally, health responsibility, which is
related to connectedness with the environment/universe. Specific connections of the
HPLP subscales to the dependent variables of diet and exercise are nutrition and physical
activity.
Waite conducted a study to correlate spiritual well-being and health behaviors
within a population of the workforce at a large home fitness equipment company located
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in northern Utah. A convenience sample, with a size of 208, was taken from the
workforce population (Waite et al., 1999). A combined questionnaire using the Health
Promoting Lifestyle Profile II (HPLP II) and an author-created nonsmoking subscale
were used. The three subscales (health responsibility, spiritual growth, and interpersonal
relations) reflect the multidimensional definition for spiritual health adopted for the
Waite et al. study. The nutrition, exercise, and stress management subscales were used to
measure health promoting behaviors.
This sample was 87.5% White, and 64.5% were 25 years old or younger. In
contrast to this study's sample, the U.S. adult workforce is around 46% female and 85%
White, with only 16% 24 years old or younger. The sample was relatively homogeneous
in terms of religious affiliation, with 79% identified as Latter-day Saints, 7% identified as
Catholics, 2% identified as Protestants, and 12% identified as "other." Subjects were also
active in their faiths, with 60% who said they attended church weekly and 14.5% who
said that they attended church monthly (Waite et al., 1999).
The study by Waite et al. found that gender and employment status contributed a
statistically significant effect on spiritual health scores, with women scoring higher than
men (p=.03) and white-collar employees scoring higher than blue-collar employees
(p=.02). Both race and age approached significance, with Whites scoring slightly higher
than non-Whites (p=.07) and those 26 years old and older scoring slightly higher than
those 26 years old or younger (p=.07). One limitation was that the sample was atypical
because of the young age and the high concentration of Latter-day Saints. Latter-day
Saints may be more religiously active and spiritually aware than the average working
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population or Whites in general. However, African American women, the targeted
population of this study, are also known to be religiously active.
Ahijevych and Bernhard (1994) investigated the concept of health promoting
behaviors of 187 African American women who were between 18 and 69 years old. The
purpose of the study was to describe health promoting lifestyle behaviors among a
sample of African American women and to compare these findings to other published
reports on the HPLP II instrument. The participants were recruited from neighborhood
health centers, a community center, a job-training program, and health care and office
work sites in a major midwestern city. The subscales with the highest mean were self-
actualization (M=2.89, SD=.53) and interpersonal support (M=2.9, SD=.59), which are
components of the original HPLP I instrument. The exercise subscale had the lowest
mean (M=1.95, SD=.65)(Ahijevych & Bernhard, 1994).
African American women tend to report higher performance on health
responsibility than most other groups; however, they have scored low on the physical
activity subscale of the HPLP II (Ahijyevych & Bernhard, 1994; Duelberg, 1992; Brady
and Nies, 1999).
A study comparing the lifestyles of obese and non-obese African American and
European American women in a southern city used a two-by-two comparative description
design (Nies et al., 1998). The sample (n=86) consisted of women purposefully selected
by BMI and race. Twenty were obese (BMI>30) African American women, 22 were
obese European American women, 20 were non-obese (BMI<25) African American
women, and 24 were non-obese European American women between 20 and 45 years
old. The HPLP II was used to measure health promoting behaviors. The study found that
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obese women scored lower on the HPLP II than did non-obese women for each of the six
subscales of the HPLP II and for the total score. The study also concluded that the
nutrition subscale of the HPLP II was the only subscale for which African American
women had significantly lower scores than European American women, which indicates
that African American women had poorer dietary habits when compared to their
European counterparts. For the most part, there were no differences on the HPLP II
among African American and European American women. These data are consistent
with research among African American women as it relates to nutrition intake and scores
on the HPLP II Nutrition subscale.
In yet another study, the health promoting practices of Black women at risk for
diabetes were examined (Jefferson et al., 2000). The sample consisted of 30 Black
women from an urban area who had a history of gestational diabetes and/or a first-degree
relative with diabetes. This study utilized the HPLP II to measure the health promoting
behaviors of these women, between 25 and 44 years old. These women were of African
American, African, and Caribbean descent. Most of the women (26 of 30) were African
American. Twenty-eight women resided in New Haven, Connecticut. The mean weight
of the participants was 197 pounds, with a range of 130 to 344. The mean height was 66
inches, and mean BMI was 31.5 + 7.6, with a range of 20 to 54. The investigators found
that health promoting behaviors in this sample, such as diet modification and exercise,
were not practiced routinely. In the six subscales studied, out of a possible 4 points, the
women had the highest mean scores in spiritual growth (2.96 + 0.59), interpersonal
relations (2.95 0.53), and health responsibility (2.59 0.59). Lower mean scores were
obtained in stress management (2.33 0.5) and nutrition (2.31 0.54). These data were
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consistent with a plethora of research on the diet and exercise practices of African
American women.
Spiritual Perspective Scale
The Spiritual Perspective Scale (SPS) is related to the Burkhardt framework in
connectedness with the environment/universe. The framework explains that an
individual that exhibits connectedness with the environment demonstrates that an
individual experiences a sense of connection with all of life and nature, is aware of
effects of the environment on one's life and well-being, and demonstrates concern for the
health of the environment (Burkhardt, 1989); consequently, this framework is included as
a measure of spirituality in this dissertation research.
Reed (1986) first compared terminally ill adults with healthy adults for
differences in religiousness and a sense of well-being. Reed used two questionnaires, the
Religious Perspective Scale (RPS) and the Index of Well-being. The RPS was used to
measure religious beliefs and behaviors that exist in a person's life (Reed, 1986).
Specifically, the RPS measures "the extent to which persons hold certain religious beliefs
and engage in religiously oriented interactions with others and with God". The study
looked at 114 participants, a terminally ill group (n=57) and a healthy group (n=57).
This study concluded that there was no difference between the groups on sense of
well-being; both groups indicated moderately high levels of well-being. A positive
relationship between religiousness and well-being was found in the healthy group (r=.43,
p<.001), but not for the terminally ill group. The majority of the individuals in this study
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were White (85%), which means that these data cannot be extrapolated to a population of
African American women.
Reed (1987) made minor modifications to her RPS based on the analysis done in a
previous study (Reed, 1986). The new instrument was named the Spiritual Perspective
Scale (SPS). This instrument was modified because religion is a narrower term when
compared to spirituality. The new instrument was used to measure the saliency of
spirituality. It is a 10-item scale that measures "person's perspectives on the extent to
which spirituality permeates their lives and how they engage in spiritually related
interactions." This was incorporated because it measures spiritually related interactions
versus religiously related interactions that deal with going to a place of worship. The
new instrument measures spiritually related interactions that do not have a basis in a
religious place of worship.
Reed (1987) measured the significance of spirituality among terminally ill adults.
A sample of 300 adults from the same geographical location was distributed into three
groups of 100 according to the following criteria: Group 1, terminally ill hospitalized
cancer patients who were aware of the terminal nature of their illness; Group 2,
nonterminally ill hospitalized patients; and Group 3, healthy nonhospitalized persons.
Each participant completed both the SPS and the Index of Well-Being (IWB).
The significant results of this study were that there was a positive relationship
between spiritual perspective and well-being in terminally ill hospitalized patients (Group
1). The Pearson product moment correlation was .22 (p<.02) (Reed, 1987). This
relationship was not significant for Groups 2 or 3. The study results also showed that
terminally ill hospital adults (Group 1) indicated greater spiritual perspective than either
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nonterminally ill hospital adults (Group 2) or healthy nonhospitalized adults (Group 3)
(Reed, 1987). The mean score on the SPS for Group 1 was 4.530 (SD = 1.38); for Group
2, 4.157 (SD = 1.27); and for Group 3, 4.160 (SD = 1.36). Individual SPS scores ranged
from 1 to 6 (Reed, 1987).
This study concluded that a significantly larger number of terminally ill adults
indicated a change toward increased spirituality than did nonterminally ill or healthy
adults (Reed, 1987). The present dissertation research used SPS as part of the measure of
spirituality. Although this research is not with terminally ill patients, spirituality may be
related to the health promoting behaviors of diet and exercise in this group of African
American women.
Health Promoting Behaviors
Diet
Dietary patterns of minority groups may differ from those of the general
population due to several factors. These factors include the nature of the original diet, the
ways the diet has been adapted to or supplanted by dietary patterns from the dominant US
culture, availability of preferred foods, and acculturation (Sanjur, 1982; Kittler & Sucher,
2001). It should be stated at the onset that there is no African American dietary pattern in
the same sense that there are Asian, Hispanic, or Native American dietary patterns
(Sanjur, 1982). The unique cultural pattern, rather than regional or socioeconomic
influence on African American dietary patterns, relates to the types of foods that were
available to African Americans during slavery. Slaves who worked in the fields
developed meals requiring minimal preparation, which were suitable for preparation in
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large quantities. Characteristic foods made use of cuts of pork that were available or
inexpensive and undesirable to Whites (e.g., tail, feet, chitterlings, ears) (Sanjur, 1982;
Kittler and Sucher, 2000). Today, the term "soul food" is often used to identify the foods
that African Americans have consumed for years, which are high in salt, fat, and calories.
In an effort to reach this audience, the Food Guide Pyramid was adapted and the "Soul
Food Pyramid" was created (www.soulfoodpyramid.org, Accessed 06/20/03).
Dietary factors are well documented as risk factors for many diseases. Some of
these diseases are listed among the ten leading causes of death in African American
adults. The eating habits and food purchasing practices of African Americans may be
associated with the increased incidence of hypertension, cardiovascular disease, and
diabetes in later life. These chronic disease risk factors are commonly explained by
dietary habits and African Americans may be at higher risk from these factors compared
to Whites. African Americans consume less fruits and vegetables, dietary fiber, calcium,
and potassium, while they consume fatty meats, salt, and dietary cholesterol in excess
(Kumanyika, 1990).
Although there have been some marked improvements in the diet of African
Americans, they are still targeted in Healthy People 2010 as needing an increase in
consumption of fruits and vegetables, dietary fiber, while conversely decreasing intakes
of total fat and saturated fat. This may be paramount among the reasons for the increased
incidence of diabetes, hypertension, and cardiovascular disease within this cultural group.
The more recent findings of Dietary Approaches to Stop Hypertension (DASH) point to
these same parameters (Sacks et al., 2001). The Seventh Report of the Joint National
Committee on Prevention, Detection, Evaluation and Treatment of High Blood Pressure
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recently recommended lifestyle modifications including losing weight if overweight,
eating more low-fat dairy foods, fruits and vegetables as part of the DASH eating plan,
reducing dietary sodium, exercising more and limiting alcohol consumption (Chobanian
et al., 2003).
A study to determine the dietary fat patterns of African American women in an
urban setting in East Baltimore was done on a sample of 521 women between 18 and 91
years old with a mean age of 45 14 years. These women completed a standardized
instrument, the Fat Intake Scale (FIS), to estimate dietary fat intake and usual food
choices. Body weight, height, and total serum blood cholesterol were analyzed using
standardized measurement techniques. The majority of the women had completed high
school and or had some college education (82.3%). Most were employed full time
(70.1%). BMI measurements ranged from 16.6 to 63.4 (mean 30.4 + 7.7). Mean total
cholesterol was 212.6 49.5 mg/dl. Cholesterol levels ranged from <100 mg/dl to 481
mg/dl. Thus, the majority or 65% of the values fell between 193.1 and 262.1. The study
found that 61% of the women were classified as obese (p<.001) of which more than 81%
had a fat intake score of 25 or greater (p<.001), which was considered to be associated
with higher fat and cholesterol intake (Kayrooz et al., 1998).
The National Health and Nutrition Examination Survey (NHANES) is nutrition
status survey that is ongoing. The data provides valuable information on several nutrition
related conditions. For comparison with studies on African American women, the
NHANES, which is a representative sample of the U.S. population, provides a picture of
the nutritional status of the nation. An assessment of total fat and energy intake of
participants in NHANES III reports percentage total fat and saturated fat intakes of
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33.9% and 11.9%, respectively; moreover, the report reveals an average mean energy
intake of 2,123 kilocalories for the 13,314 participants > 2 years old (NCHS, accessed
3/17/03).
The objectives for Healthy People 2010 set several food and nutrient consumption
goals because research shows that higher intake of vegetables, fruits, and grains are
associated with a variety of health benefits (U.S. Dept. HHS, 2010, 2000). A study to
examine baseline rates of fruit and vegetable consumption among adults in a 5-A-Day
research trial was done to identify any regional and sociodemographic differences
associated with daily servings (Thompson et al., 1999). A nationally representative
sample of 15,060 participants was chosen from seven study centers. A 7-item
abbreviated food frequency questionnaire was used by all study centers. The seven study
centers gathering adult consumption data were located throughout the United States. The
regions included Northeast (Dana Farber Cancer Institute, Boston, Massachusetts -
DFCI), the Southeast (North Carolina Department of Environment, Health, and Natural
Resources - DEHNR-NC), the Pacific Northwest (the Fred Hutchinson Cancer Research
Center in Seattle, Washington - FHCRC), the Midwest (Minnesota Department of Health,
Minneapolis - MDH), the South (University of Alabama at Birmingham - UAB), the
Southwest (University of Arizona, Tucson - UAZ), and the East (University of Maryland,
Baltimore - UMD). Study centers varied in number of sites (n=15 to 50). There were
large variations across centers in all of the characteristics. The percentage of women
ranged from 26% to 100%.
The study found that individuals <30 years consumed an average of 3.7 servings
of fruits and vegetables per day, as did those > 50 followed by those between 30 and 49
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years old, who consumed an average of 3.4 servings daily. Blacks consumed 3.7 servings
per day, as did those who considered themselves "other," followed by Whites who
consumed 3.6 servings per day and finally, Hispanics who consumed an average of 3.0
servings per day. College graduates consumed 3.9 servings per day, followed by those
with some college who consumed 3.5 servings per day, and those who have attended
some high school or were high school graduates consumed 3.4 servings per day. The
study concluded that there were two overall patterns of fruit and vegetable consumption
that emerged from the research. Patterns showed lower consumption by Hispanics
(DFCI-Northeast; FHCRC-Pacific Northwest; UAZ-Southwest). A second pattern
indicated that subjects in the "other" group consumed more than Hispanics.
Both Kumanyika (1990) and Thompson (1999) show that African American
women consume too much fat and too little fruits and vegetables. These behaviors are
associated with increased incidence of chronic disease.
Exercise
The relationships between physical activity and health are numerous and
complex. The American Heart Association identified physical inactivity as an
independent risk factor for the development of coronary heart disease (Fletcher et al.,
1992). A trend for decreased physical activity levels in older African American adults,
especially women, has been reported. Ainsworth et al. (1992) examined the physical
activity and fitness levels of African American men and women and concluded that these
levels, especially in females, were low. Kann et al. (1993) found that the pattern of
inactivity had already been established as early as ninth grade in African Americans.
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Therefore, one of the goals of this proposal is to determine whether physical activity is
influenced by spirituality in this group of women.
Regular aerobic activity increases exercise capacity, and plays a role in both
primary and secondary prevention of cardiovascular disease (Fletcher et al., 1992).
Exercise can help control blood lipid abnormalities, diabetes, obesity, and improve
cardiovascular health. In addition, aerobic exercise adds an independent, modest blood
pressure-lowering effect in certain hypertensive groups (Fletcher et al., 1992). Ainsworth
et al. (1992) suggested an inverse relationship between physical activity and
cardiovascular mortality and inactivity is a risk factor for the development of coronary
artery disease (Ainsworth et al., 1992).
In a position paper, The American College of Sports Medicine (1990) addressed
questions about recommended amounts and types of exercise for maintaining
cardiorespiratory fitness in adults. Their recommendations are based on individual
assessments and reflect the difficulties in finding a "one size fits all" exercise regime.
However, there is no question that the combination of diet and exercise with weight loss
can lead to changes in blood lipid profiles, which may be accompanied by a reduction of
the commonly accepted CHD risk factors of obesity and overweight (Fox et al., 1996,
Flegal et al., 2002, Freedman et al., 2002, Jakicic et al., 2002).
A study by Brady and Nies (1999) compared the health promoting behaviors and
exercise behaviors of older African American women above and below the poverty level.
Fifty-eight women between 25 and 45 years old completed a demographic form and the
Health Promoting Lifestyle Profile. The research study took place on a Sunday, at a
midsouthern Baptist church, after the church service in the Bible study room. Findings
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from this study indicated that African American women living above poverty level
engaged in more health promoting behaviors than did African American women living
below poverty level. The mean scores of African American women on the exercise
subscale of this study were also low (m=1.72) for those living below poverty (m=2.30)
on a scale of 1 to 4 (Brady & Nies, 1999).
Gillis and Perry (1990) examined the interrelationships among physical activity,
perceived well-being, self-esteem, health status, health locus of control and health
promoting lifestyle activities in 126 women between 35 and 65 years old residing in a
rural eastern Canadian province. Women had to be willing to participate in a 12-week
program of physical activity and had to be absent of cardiovascular disease. Subjects
were randomized into either a control group or an experimental group. The experimental
group participated in three 60-minute exercise classes each week for 12 weeks. Several
instruments were utilized to collect data in the study, Cantril's Well-Being Ladder
(CWBL), Rosenberg's Self-Esteem Scale (RSES), Health Locus of Control (HLC),
Health Promoting Lifestyle Profile (HPLP II), and the Health Perceptions Questionnaire
(HPQ).
For self-esteem, the impact of exercise on the subjects' basic feeling of self-worth
was compared to scores on the RSES for the three times it was measured. The subjects'
measures of self-esteem improved over time for both groups. On the HPLP II subscale of
exercise, the experimental group showed a consistent and greater improvement in HPLP
II scores over time following the exercise classes than the control group. Overall, the
study concluded that self-esteem improved with exercise and that the subjects felt they
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were in control of their health. One limitation of this study was the inclusion of only
White women, and thus cannot be extrapolated to the general population.
Measures of Health Promoting Behaviors
Diet
It is important to realize that because of the complex nature of individual diets and
the substantial variability of food intake over time, measurement errors are inevitable
(Willett, 2001). Therefore, different methods of dietary analysis should be compared to
determine which is appropriate to this nutritional epidemiologic study.
Nutritional exposures are considered among the major modifiable risk factors for
several chronic diseases. The most practical and economical method for collection of
comprehensive dietary data in epidemiologic studies is the Food Frequency
Questionnaire (FFQ). Knowledge about the long-term consequences of diet is centrally
dependent on the methods used to measure the intake of foods by individual participants
in epidemiologic studies (Willett, 2001). In this context, self-administered questionnaires
are usually a practical necessity; several different self-administered food frequency
questionnaires have been developed (Willett, 2001). The Willett Food Frequency and the
Block Food Frequency questionnaires are the most widely used in both nutrition and
epidemiological research.
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Definitions
Willett Food Frequency Questionnaire
The Willett Food Frequency queries respondents about 126 foods and is a four
page booklet. It does not include separate portion size questions but asks respondents to
report their frequency of a given reference portion size. It includes ten dietary
supplement questions and ten questions regarding fat intake. The questionnaire is
scanned and processed at Harvard University (Subar et al., 2001).
Block Brief Dietary Questionnaire
The Block Brief Dietary Questionnaire is a quantitative food frequency
questionnaire in use by over 700 research groups and public health agencies in the US.
The original FFQ was developed using data from NHANES II (Subar et al., 2001), and
was made available in 1992 as a scannable version and revised again in 1995. The Block
Brief Dietary Questionnaire has been substantially revised, based on the NHANES III
food intake data (Block et al., 1998). The availability of new food data from NHANES
III made it possible to revise both the questionnaire and the nutrient database, and also to
incorporate foods important in the U.S. diet. The Block FFQ also revised its portion size
approach. Portion sizes were previously based on "Small, Medium, Large" questions, but
the new questions target specific quantities; moreover, they include portion size photos as
an aid in estimating usual portion size for each food. The photos are of simple abstract
three-dimensional models representing four different amounts of food. The revised
questionnaire remains an eight-page scannable booklet. There are 109 food items,
representing at least 90% of each of the nutrients on the NHANES III database; also,
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additional nutrition-related questions such as servings of fruit and vegetables, frequency
and type of fat in cooking, and vitamin supplement usage are incorporated.
The Eating at America's Table Study (EATS) (Subar et al., 2001) sought to
validate and compare the Diet History Questionnaire (DHQ) with the Block and Willett
FFQs. The DHQ was a 36-page booklet. The DHQ queries the frequency intake of 124
separate food items and asks portion size for most of these by providing a choice of three
ranges (Subar et al., 2001). For 44 of the 124 foods, from one to seven additional
embedded questions are asked about related factors such as seasonal intake, food type,
and/or fat uses or additions (Subar et al., 2001). The DHQ also includes six additional
questions and ten dietary supplement questions.
The 1995 Block and the Willett (purple form) instruments were the versions used
in EATS, since they were the most common FFQ used to date. The Block FFQ is eight
pages and queries 106 foods. It asks usual portion size as "small," "medium," or "large,"
providing reference medium portion sizes. In addition, it includes 13 dietary supplement
questions, six questions on restaurant eating, five summary questions, eight questions on
fat use or low-fat foods, and seven demographic/health-related questions (Subar et al.,
2001). The four-page Willett FFQ queries 126 foods. It does not include separate
questions on portion sizes, but asks respondents to report their frequency of a given
reference portion size. It includes ten dietary supplement questions and ten questions
primarily regarding fat intake (Subar et al., 2001).
In 1997, the EATS (Subar et al., 2001) was used to survey 1,640 men and women
recruited to participate from a nationally representative sample; 1,301 participants
completed four telephone 24-hour recalls, one in each season. Participants were
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randomized to receive either a DHQ and Block FFQ or a DHQ and Willett FFQ. With a
standard measurement error model, correlations for energy were estimated between
estimated truth and the DHQ, Block FFQ, and Willett FFQ; the results were 0.48, 0.45,
and 0.18 for women, respectively, and 0.49, 0.45, and 0.21 for men, respectively. For 26
nutrients, correlations and attenuation coefficients were somewhat higher for the DHQ
versus the Block FFQ; both were better than the Willett FFQ in models adjusted for
energy. The DHQ performed best overall (Subar et al., 2001). These data show that the
DHQ and the Block FFQ are better at estimating absolute intakes than is the Willett FFQ,
but that after energy adjustment, all three are more comparable for purposes of assessing
diet-disease risk.
After reviewing the EATS study by Subar et al. (Subar et al., 2001), it was
decided that the best tool for this dissertation research is the revised Block Dietary
Questionnaire. This decision was based on the fact that the Block FFQ is a more concise
questionnaire and meets the needs of this research topic. Some of the advantages of
using this questionnaire are that it is easily administered and it gives a complete picture
of not only what this population is consuming, but also important information on how
they are preparing these foods. It is well known that dietary patterns of minority groups
may differ from those of the general population due to several factors. Some of these
factors include the nature of the original diet, purchasing practices, and cooking practices.
These behaviors are very much associated with increased incidence of chronic disease in
this group of women. This Block FFQ will give valuable information on how much fat
this population consumes, their fruit and vegetable consumption, and consumption of
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various vitamins and minerals. All of these behaviors are associated with increased
incidence of chronic diseases.
Exercise
Physical activity is considered to be one of the major modifiable risk factors for
several chronic diseases. The most practical and economical method for collection of
comprehensive dietary data in epidemiologic studies is to collect information on type and
duration of physical activity. Knowledge about the long-term consequences of lack of
physical activity is centrally dependent on the methods used to measure physical activity
of individual participants in epidemiologic studies (Baecke et al., 1982). In this context,
several different measures of physical activity are available.
The Health Promoting Lifestyle Profile II was appropriate for measuring the
physical activity of the women in this study. It was the simplest way to get detailed
information on their physical activity for the information that was needed for this study.
The HPLP II has several questions that relate to physical activity; these questions are
known as the subscale of physical activity. The following questions make up the HPLP
II subscale physical activity: (1) follow a planned exercise program; (2) exercise
vigorously for 20 or more minutes at least three times a week (such as brisk walking,
bicycling, aerobic dancing, using a stairclimber); (3) take part in light to moderate
physical activity (such as sustained walking 30 - 40 minutes five or more times a week);
(4) take part in leisure-time (recreational) physical activities (such as swimming, dancing,
bicycling); (5) do stretching exercises at least 3 times per week); (6) get exercise during
usual daily activities (such as walking during lunch, using stairs instead of elevators,
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parking car away from destination and walking); (7) check my pulse rate when
exercising; and (8) reach my target heart rate when exercising (Pender et al, 1995).
Summary
Research on the African American female diet indicates a lack of fruits and
vegetables and high fat intake. This lack of fruits and vegetables and high fat intake
indicate that these women will be at increased for certain chronic diseases. Their
exercise habits have been found to be lower than recommended levels for health
promotion. These are two key health promoting behaviors identified to be measured in
this dissertation research, diet and exercise.
Burkhardt's theoretical framework for spirituality has been adopted as the model
measuring this broad and encompassing concept. The three elements that were examined
are connectedness with self, connectedness with others, and connectedness with the
environment/universe. Burkhardt often refers to these three elements as harmonious
interconnectedness.
The published research presented in this chapter on a few occasions crossed the
boundaries of examining the relationship of health promoting behaviors to spirituality.
When it did, the measures were perhaps singular or the population did not include
African American women. Noticeably lacking is definitive research looking at
spirituality as a predictor, among others, of health promoting behaviors of diet and
exercise.
There have been several studies that examined health promoting behaviors
utilizing the HPLP II including African American populations. None have used an
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overarching model of spirituality such as Burkhardt's, which encourages other measures
of spirituality to be examined. In summary, this dissertation research used this broader
framework of spirituality linked with diet and exercise.
Theoretical Framework
Burkhardt (1989) suggested that there are three concepts that foster a spiritual
interconnectedness: connectedness with self, connectedness with others, and
connectedness with the environment/universe (see Figure 2). This theoretical framework
was the foundation of this dissertation and was the basis for viewing the spirituality of
African American women (see Figure 1). Table 1 further defines the Burkhardt model
components with the subconcepts and measurements used in this study.
Connectedness with self is when an individual demonstrates positive self-concept
and self-esteem; has a sense of belonging in the world and with family, friends, and
social groups, church, and the like, and has a realistic sense of self. Connectedness with
self was measured using the Rosenberg Self-Esteem Scale and the HPLP II Spiritual
Growth subscale. These instruments together essentially measured the spiritual views of
these women and how they engage in spiritually related interactions. They also measured
their self-acceptance, self-esteem, and the basic feeling of self-worth. Whether these
women engaged in personal development was also measured.
Connectedness with others demonstrates whether individuals connect in life-
giving ways with family, friends, social groups, church, and the like; also, it ascertains
whether they engage in reconciliation. It will further determine whether they have
conflict with loss of connectedness, causing stress. Connectedness with others was
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Table 1. Burkhardt Model Descriptions and Measures
Burkhardt's Subconcepts Measures Description Rationale for
components Use
Connectedness with Self-esteem: Rosenberg Self- Measures the It is designed
self: positive self- pride in Esteem Scale self-acceptance to measure
concept and self- oneself component of self-esteem
esteem; has a sense self-esteem as a and is
of belonging in the basic feeling of closely
world and with self-worth matched to
family, friends, and the
social groups, Burkhardt
church, and the like model. This
and has a realistic instrument
sense of self. has not been
used
previously
with this
model.
Personal HPLP II Focuses on It is designed
Development: Spiritual Growth feeling to measure
sense of subscale connected with whether an
purpose and a force greater individual is
self worth than oneself, developing
having a sense their self
of purpose in worth and
life, and seeking relates to
personal those outside
development oneself.
Connectedness with Reconciliation: HPLP II Pertains to It is designed
others: demonstrates to make Interpersonal maintaining to measure
whether individuals compatible by Relations relationships whether an
connect in life-giving engaging in subscale that involve a individual
ways with family, relationship sense of maintains
friends, and social with other closeness and close
groups, church, and individuals intimacy relationships
the like; and whether with others.
they engage in
reconciliation.
Conflict with HPLP II Stress Pertains to It is designed
loss of conn- Management recognizing to measure
ectedness: subscale stressful whether an
when there is a situations and individual is
loss of conn- acting to capable of
ection with confront those achieving
others; when and achieve stress free
an individual relaxation situations.
experiences
distress
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Table 1 Continued
Burkhardt's Sub-concepts Measures Description Rationale for
components Use
Connectedness with Connection HPLP II Health Focuses on It is designed
the with life & Responsibility acceptance of to measure if
environment/universe nature: responsibility an individual
which demonstrates relationship for one's health, maintains
if individuals with health being educated actions that
experience a sense of and well-being about health, achieve
connection with all and seeking health and
of life and nature; is help from well-being.
aware of effects of health
the environment on professionals
one's life and well- when needed.
being; and
demonstrates concern
for the health of the
environment. It
further determined if
they had a sense of
reflection and
harmony in their
lives.
Sense of Spiritual Measures It is designed
harmony: Perspective participant's to measure
being of one Scale perceptions of whether an
accord. the extent to individual
which they hold maintains
certain spiritual harmonious
views and connections.
engage in This
spiritually- instrument
related has not been
interactions. previously
used with
this model.
measured using the HPLP II Interpersonal Relations subscale and the HPLP II Stress
Management subscale. This measurement was taken to determine if these women
connect with others, including family, friends, social groups, and churches.
Connectednesses with the environment/universe demonstrates if individuals
experience a sense of connection with all of life and nature and are aware of effects of the
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environment on one's life and well-being; this concept also measures concern for the
health of the environment. A sense of reflection and harmony in one's lives is also
reflected in connectedness with the environment. The HPLP II Health Responsibility and
the Spiritual Perspective Scale measured connectedness with the environment/universe.
These three components of connectedness with self, others, and the environment
comprise the theoretical framework being used for this dissertation research.
This author believes that increased spirituality ha a positive effect on both diet
and physical activity. Previous research confirms that participation in these health
promoting behaviors decreases chronic disease incidence, thereby increasing quality of
life and decreasing health care costs in this group of women. The results of this study
could be used as a guide for program planning for dietetics professionals. It will allow
them to see the benefit of spirituality in developing intervention protocols to address the
health promoting behaviors of diet and exercise in African American women.
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CHAPTER III
METHODOLOGY
This chapter describes the techniques, instruments, and measurements used to
recruit participants and analyze data collected in this study that examined the relationship
between spirituality and the health promoting behaviors of diet and exercise of African
American women.
Research Questions
Sociodemographic, anthropometric (self-reported height and weight), dietary,
exercise, and spirituality data were collected in this descriptive cross-sectional
correlational study collected to answer the two primary questions of the study: What is
the role of spirituality in impacting the health promoting behaviors (diet and exercise) of
African American women? Of the independent variables of spirituality,
sociodemographics, and BMI, which are the best predictors of diet and exercise?
The framework for the study and analysis is represented by the following
sequence of questions:
1. What are the sociodemographic characteristics of the study participants?
2. How do African Americans score on the various spirituality subscales?
3. What is the relationship among dietary intakes, exercise habits, and BMI
of African American women?
4. What is the relationship among sociodemographics, dietary patterns, as
measured by the HPLP II Nutrition Subscale and the Healthy Eating
Scale), and exercise habits of African American women?
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5. What is the interrelationship of spirituality, sociodemographics, and BMI?
6. What role does spirituality play in the lives of African American women
as it relates to their diet and exercise habits?
7. Of the independent variables of spirituality, sociodemographics, and BMI,
which are the best predictors of a healthy diet (as determined by scores
from the HPLP II Nutrition Subscale and the Healthy Eating Scale) and
exercise patterns in African American women?
Research Design
A descriptive cross-sectional correlational design was used to investigate the
relationships among the independent variables of spirituality, sociodemographics, and
BMI and the dependent variables of health promoting behaviors of diet and exercise in
African American women. The design was the most appropriate for research in which
variables have been identified but relationships among these variables are not known.
The design also allowed the investigator to identify and examine the associations among
spirituality and other independent variables of interest in African American women as
they relate to their health promoting behaviors.
The independent variables were chosen to determine their influence as potential
predictors for diet and exercise patterns in this group of women. Spirituality was chosen
as an independent variable to determine if these women's spirituality affected their diet
and exercise habits. Similarly, BMI was chosen because the focus was not weight loss
but to determine if BMI was a determinant of diet and exercise activities. It is important
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to note that elevated BMI is an important risk factor in chronic disease incidence.
Sociodemographics were also chosen to determine their effect on diet and exercise.
Conceptual Framework
The conceptual framework for the study was developed using Burkhardt's Theory
of Spiritual Interconnectedness. The work of Burkhardt provides a useful structure and
definition of spirituality and has been used by the nursing profession. This theoretical
framework gives the broad view of spirituality that includes a harmonious
interconnectedness. This harmonious interconnectedness is when an individual
experiences harmony in relationships with self, others, and the environment/universe
(Burkhardt, 1989) (see Figure 2). The Burkhardt framework (1989) was adopted by the
investigator to explain the variables of interest.
The Theoretical Framework was operationalized with specific measures. The
independent variable of spirituality was measured using the following questionnaires:
The Rosenberg Self-Esteem Scale, HPLP II Spiritual Growth, HPLP II Interpersonal
Relations, HPLP Stress Management, HPLP II Health Responsibility, and the Spiritual
Perspective Scale. The independent variable of sociodemographics was collected using a
Sociodemographic Data Sheet, and height and weight were collected using the Block
Brief Food Questionnaire, this information was used to determine BMI. The dependent
variable of diet was measured using the Block Brief Dietary Questionnaire and the HPLP
II Nutrition Subscale; exercise was measured using the HPLP Physical Activity Subscale.
Dietary information from the Block Dietary Questionnaire answered questions on the
total fat, saturated fat, fruit and vegetable intake, vitamin and mineral intake, and
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carbohydrate and protein intake consumed over a period of one year. The information
collected on the HPLP II Physical Activity is mentioned elsewhere in this dissertation.
This conceptual framework was used in this study to investigate the
interrelatedness of the dependent, and independent variables on these women's decisions
to participate in the health promoting behaviors of diet and exercise.
Feasibility Testing of Instruments
The instruments were field tested to determine the feasibility of the data collection
process, the optimum time of interview administration, and the readability of instruments.
A total of 35 women between 18 and 55 years old, who lived in the same communities as
the one planned for the main study, were recruited for the feasibility study, according to
the protocol outlined in Appendix A. All instruments were administered and times
recorded. At the end of the interview, participants were asked to provide feedback on the
questions within the instruments. The mean time administration of the questionnaires
was 1 hour 22 minutes. The information provided by the impact of duration on the
instrument administration proved that collecting data in a group format was most
appropriate. The feasibility study also found the questions on each questionnaire to be
clearly understood by respondents.
Sampling
For the purposes of this study, the terms Black and African American will be used
interchangeably. The term African American is used to describe the different Afrocentric
groups residing in the United States. For the purposes of this dissertation when referring
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to the published literature, unless otherwise stated, Black and African American are
interpreted as the all-encompassing terms to describe persons of African descent, whether
they were African American or Caribbean American.
According to the 2000 Census, African Americans account for 21% of the
population of Miami-Dade County, 14% of the population of Palm Beach County, and
18% of the population of Orange County (Orlando & Eatonville). Specifically, 32%,
30%, and 31% of African American women in Miami-Dade, Palm Beach and Orange
Counties, respectively, were in the target age group (homer.ssd.census.gov., Accessed
11/07/00). The sample was derived from these 3 counties and provided access to the 180
African American women needed to participate in the proposed study.
Census information (homer.ssd.census.gov., Accessed 11/07/00) was used to
provide information on the areas where African American concentration was greatest.
Therefore, particular areas of the cities chosen were used. The majority of persons living
in Central Florida were located in the city of Eatonville, the community of Washington
Shores, and the community of Pine Hills. For Palm Beach County, the majority of
African Americans were located in Riviera Beach. For Miami-Dade County, the area of
Richmond Heights was chosen because of its large population of African American
women.
It was also taken into consideration that churches and local community groups
would be ideal locales to collect these data, thus providing a comfortable setting for these
women. Therefore, churches and community groups were targeted in areas that had a
large percentage of African Americans.
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The sample was drawn from two different settings. The first setting was three
African American Baptist Churches in Central and South Florida. The importance of
religion at the core of African American life is well documented (Levin, 1984; Smith,
1989). It is also well known that the majority of African Americans in the South attend
Baptist denominations; hence, the recruitment of subjects were from the Baptist church.
The second setting was African American women's sorority and social groups. Two
sorority group meetings and one social group meeting were attended to collect data. The
leader of each of the aforementioned churches and women's groups agreed to allow the
investigator access to the groups to recruit study participants.
Based on the investigator's knowledge of the geographical areas, a total of six
churches were contacted. The Pastor or community leader of each church or community
setting group was contacted and given information about the study. After three churches
(one from each geographical location) agreed, the other churches were no longer pursued.
A total of five women's groups were contacted, and after one women's group from each
geographical location agreed, the other women's groups were not pursued further. After
the church or community group agreed to allow the study recruitment from their church
or community group, instruments and consent forms were sent for approval of the study.
A total of three Baptist churches and three community settings in Central and
South Florida (Orlando, West Palm Beach, and Miami) were contacted (see Appendix B)
by phone. The study was explained to them and they were asked for access to recruit
participants from their various women's groups.
Interested churches and women's social groups identified a person who served as
a liaison to facilitate the collection of data within the women's groups. The liaison was
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responsible for setting up the meeting time and place and giving the women's group
leader or community group leader information relevant information about the study. The
liaison also made sure that the meeting and the survey were advertised in the church well
in advance of the actual meeting. The group meeting was advertised by flyers, in the
church bulletins, on the marquis outside of churches, and on big screen televisions that
advertise during worship services, to ensure optimum participation. The liaison was also
responsible for setting up refreshments and designating two volunteers to help with the
collection of data. The volunteers were needed since it was anticipated that a large group
of women were expected at each data collection site. The volunteers were contacted and
given information about the study and trained to proctor data collection meetings by the
investigator to help with the data collection process.
Flyers detailing the survey (see Appendix C) were disseminated in churches and
local community groups. Potential participants were asked by their church or community
setting leaders if they would like to participate in the study. Group setting data collection
meetings were set and again flyers were posted by the liaison. Participants who met the
eligibility criteria were invited to attend the meetings for participation in the study by the
designated liaison.
Sample Size and Power
Power analysis suggested that a sample size of 180 would have 80% power to
detect an R2 of 10% using multiple regression with an alpha = 0.05. This sample size
was sufficient for correlation coefficient analysis and for canonical correlations. A
sample size of 286 was used to allow for inclusion of women from more than one
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geographic area. After data were filtered to encompass only completed questionnaires, a
total of 260 respondents were included in the data analysis.
Inclusion Criteria
Women who met the following criteria were included:
a) Self-identified as African American or Black
b) Florida residents > 12 months
c) Women who attended church or were involved in a women's sorority or social
group.
The race/ethnicity inclusion criterion was related to interest in assessing the health
promoting behaviors of African American women. Considerations of other racial/ethnic
groups was outside of the scope of the proposed study, furthermore, participant
availability was not feasible due to the estimated small numbers of members of other
racial/ethnic groups present at the study sites.
Participant Selection
Participants were screened by the investigator to determine eligibility. Eligible
women were advised that participation in the study was optional and that confidentiality
would be maintained by assigning identification numbers when subjects agreed to fill out
the questionnaires. Subjects were assured that no individuals would be identified by
name in any publication/reports of the survey's results. Informed consent was obtained
as an agreement to participate in the surveys (see Appendix D). The surveys were kept in
a locked file cabinet in the major professor's office for the duration of the study. An
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application for the Institutional Review Board of Human Subjects was approved by
Florida International University (090701-00) (see Appendix E).
In appreciation for their participation in the study, participants were given
information on women's health. The participants were also given a 15-minute nutritional
information session and allowed to ask questions on women's health issues. A total of
286 women completed the instruments that were administered by the investigator with
the help of the designated liaison.
Instrumentation
Research questions of the study, instruments, and analysis are shown in Table 2.
Once the participants' eligibility was determined, the informed consent and five
questionnaires (see Appendix F) were interviewer-administered in the following
sequence:
Informed Consent: The risks and benefits of the study, as well as the
participant's rights were outlined. Participants read and signed an informed consent,
agreeing to participate in the study (see Appendix D).
Rosenberg Self-Esteem Scale: (Form #1) The Rosenberg Self-Esteem Scale is a
10-item Likert-type scale that measured the self-acceptance component of self-esteem as
a basic feeling of self-worth. Responses range from strongly agree (1) to strongly
disagree (4). Lower scores reflect higher self-esteem, while higher scores represent
lower self-esteem. The scale has a reported reproducibility coefficient of .92 and a
scalability coefficient of .72. The coefficient alpha is .88 (Rosenberg, 1965). The
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Table 2. Research Questions
Research Question Form Test
1. What are the sociodemographic Form #4 Descriptives
characteristics of study participants?
2. How do African American women score Form #1 Descriptives
on the various spirituality subscales? Form #2
Form #3
3. What is the relationship among dietary Form #2 Correlations
intakes, exercise habits, and BMI of African Form #5 X2
American women?
One-way Anova
4. What is the relationship between Form #2 Correlations
sociodemographics, dietary patterns, and Form #4
exercise habits of African American women? Form #5
5. What is the interrelationship of spirituality, Form #1 Correlations
sociodemographics, and BMI? Form #2
Form #3
Form #4
Form #5
6. What role does spirituality play in the lives Form #1 Correlations
of African American women as it relates to Form #2
their diet and exercise habits? Form #3
Form #5
7. Of the independent variables of Form #1 Canonical Correlations
spirituality, sociodemographics, and BMI, Form #2 Multiple Regression
which variables are the best predictors of a Form #3
healthy diet and exercise patterns in African Form #4
American women? Form #5
Rosenberg Self-Esteem Scale has been used in a variety of settings of all age groups and
all ethnic groups (Blascovich & Tomaka, 1991; Tran et al., 1994; Fletcher, 1995).
Health Promoting Life-Style Profile II (HPLP II): (Form #2) The HPLP II is a
52-item scale, divided into six subscales: health responsibility (9 questions), physical
activity (8 questions), nutrition (9 questions), spiritual growth (9 questions),
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interpersonal relations (9 questions), and stress management (8 questions). The
responses were coded as 1 for "Never," 2 for "Sometimes," 3 for "Often," and 4 for
"Routinely." The health responsibility scale focuses on acceptance of responsibility for
one's health, being educated about health, and seeking help from health professionals
when needed. The physical activity scale pertains to adherence to a regular pattern of
physical activity. The nutrition scale focuses on adherence to the principles set forth in
the Food Guide Pyramid food categories, making food choices, and reading food labels.
The spiritual growth scale focuses on feeling connected with a force greater than oneself,
having a sense of purpose in life, and seeking personal development. The interpersonal
relations scale pertains to maintaining relationships that involve a sense of closeness and
intimacy. Finally, the stress management scale pertains to recognizing stressful
situations and acting to confront those and achieving relaxation. The alpha reliability
coefficient for the total scale is .92; alphas for the subscales range from .70 to .90. The
HPLP II has been used in several different populations, different age groups, and
extensively in the African American population.
Foster (1992) used the HPLP II to describe and analyze the relationships between
health promoting behaviors, perceived current health status, and life satisfaction in older
Black adults. The study has also been used to compare racial differences in health
definition, health value, and health promoting behaviors of Black and White college age
women (Felton et al., 1997). Ahijevych and Bernhard described the health promoting
lifestyle behaviors among a sample of African American women (Ahijevych & Bernard,
1994). The HPLP II has been used to compare lifestyles of obese and nonobese African
American and European American women (Nies et al., 1998). The tool has also been
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used to compare older African American women above and below the poverty level
(Brady & Nies, 1999) and describe the health promoting behaviors of African American
women in rural northwest Florida (Frank et al., 1998).
Spiritual Perspective Scale (SPS): (Form #3) The SPS measured the saliency of
spiritual views in the participant's life. Specifically, the 10-item scale that uses a 6-point
Likert-type scale that measures participants' perceptions of the extent to which they hold
certain spiritual views and engage in spiritually related interactions. For the first four
questions of the questionnaire, responses range from "Not at all" (1) to "About once a
day" (6). For the last six questions, the responses range from "Strongly Disagree" (1) to
"Strongly Agree" (6). Reliability, estimated by Cronbach's alpha, is rated consistently
above .90 with minimal redundancy among the items. Average inter-item correlations
range from .54 to .60 across adult groups. All item scale correlations are above .60. The
SPS has demonstrated criterion-related validity and discriminant validity (Reed, 1986,
1987). The SPS has been used with terminally ill hospitalized adults, nonterminally ill
hospitalized, and healthy nonhospitalized individuals of all ethnic groups (Reed, 1987,
1991). The SPS has also been used in nursing studies to measure spiritual perspectives
of nurses (Pullen, 1996).
Sociodemographic Data Sheet: (Form #4) Sociodemographic data were
collected for the purpose of describing the sample and interpreting the results. The
sociodemographic information was collected using a sociodemographic data sheet (Form
#4) created by the investigator. The variables included ethnic origin, length of time
having lived in the US, educational level, occupation, employment status, marital status,
household status, income, church denomination, and questions on religious activities.
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The sociodemographic data form was analyzed for content validity by a panel of expert
professionals with similar published research. The expert panel consisted of three PhD,
RD; one PhD, RN; and one PhD Statistician. The data form was analyzed to ensure that
the wording of questions was appropriate for the population in which they were to be
used. Field-testing of this instrument verified these attributes.
Block Brief 2000 Dietary Questionnaire: (Form #5) This 109-item, which
represents a validated, standardized, and quantitative food frequency questionnaire was
used to gather information on food these women consumed in the past year. This
questionnaire was self-reported and is used in conjunction with portion size photos as an
aid in estimating usual portion size for each food.
The food frequency approach entails a report of the usual frequency of
consumption of each food from a list of foods for which consumption is associated with
disease risk, most notably cancer, obesity, and heart disease. It reports usual eating
habits in the past year. This includes all meals or snacks, at home or in a restaurant. The
Block Brief 2000 Dietary Questionnaire includes questions on sociodemographics (sex,
age, weight, height, and ethnic group); lifestyle factors such as smoking and alcohol
consumption; and vitamin and mineral supplementation in addition to the food
consumption.
The instrument groups food together in various categories (e.g., bananas, apples,
pears, and oranges are included in the "fruit group" category). Participants respond to
how often, on average, did you eat the food during the past year. There are nine possible
responses that range from "never" to "everyday." Participants also must indicate the
amount they usually eat of the food. There are four responses f or how many, which
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range from 1 to 4. This was done to indicate choices for example, "how many eggs?" or
"how many glasses?" There are also responses for how much each time, with responses
ranging from "A" to "D" referring to the pictures used along with the Block Dietary
Questionnaire. Additional items not included in the frequency format include brand and
dose of multiple vitamins and /or single vitamin and supplements taken, types of fat or
oil used in cooking, frequency of fat or oil used in cooking, and brand of cold cereal are
consumed.
The Block Dietary Questionnaire is a quantitative food frequency questionnaire in
use by over 700 research groups and public health agencies in the US. The original FFQ
was developed using data from NHANES II (Subar et al., 2001); it was made available in
1992 as a scannable version and revised again in 1995. The Block Food Frequency
Questionnaire has been substantially revised based on the NHANES III food intake data
(Block et al., 1998). The availability of new food data from NHANES III made it
possible to revise both the questionnaire and the nutrient database, while incorporating
foods important in the U.S. diet. The Block FFQ also revised its portion size approach.
Previously portions sizes were based on "Small, Medium, Large" questions, but the new
questions ask specific questions on amount; additionally, portion size photos as an aid in
estimating usual portion size for each food are included. The photos are of simple
abstract three-dimensional models representing four different amounts of food. The
revised questionnaire remains an eight-page scannable booklet. There are 109 food
items, representing at least 90% of each of the nutrients on the NHANES III database,
plus additional nutrition-related questions such as servings of fruit and vegetables,
frequency and type of fat in cooking, and vitamin supplement usage.
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Variable Definition
Healthy Eating Scale
Information gathered from the Brief Block 2000 Dietary Questionnaire was used
to determine the Healthy Eating Scale (HES). The scale was compiled by the
investigator using several aspects of the American Heart Association Dietary Guidelines
(U.S. Dietary Guidelines, 2000). The Dietary Guidelines set forth were to reduce the
incidence of chronic disease risk factors and occurrence of CHD in the general
population, focusing on both dietary and lifestyle goals, some of which were used to
construct the Healthy Eating Scale. The Healthy Eating Scale was created using a scale
from 0 to 5 with one point awarded for each of the following: at least 25 grams of dietary
fiber, five or more servings of fruits and vegetables per day, less than 30% of kcalories
from fat, more than 55% of kcalories from carbohydrates, and less than 10% of kcalories
from saturated fat.
These five major dietary parameters have been used to determine overall dietary
health (Krauss et al., 2000; Healthy People, 2000; Healthy People, 2010; U.S. Dietary
Guidelines, 2000). The analysis data of the Block Brief Dietary Questionnaire provided
the first four elements of the scale. The percentage of Kcal from saturated fat was
calculated by formula (9 Kcal per gm x gm saturated fat/total Kcal). A correlation of the
HES with the HPLPII Nutrition subscale validated this use of combined parameters.
Body Mass Index (BMI)
Obesity-related disease risk was calculated using body mass index (BMI). BMI
was computed using self-reported height and weight collected on the Block Brief 2000
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Dietary Questionnaire. Weight was converted from pounds to kilograms and height was
converted from inches to meters. Then BMI was calculated as weight in kilograms
divided by height in meters squared (Mahan & Escott-Stump, 2000). The BMI was then
coded into a BMI category with the following: those with BMI under 18.5 were
characterized underweight, those with BMI 18.5 - <25 were characterized as normal
weight, those with BMI 25 - <30 were characterized as overweight, and those with a BMI
greater than 30 were characterized as obese (U.S. Dietary Guidelines, 2000).
Data Collection
The surveys were administered by the investigator in churches at women's group
meetings and also at women's social groups in the community. The community settings
were at monthly sorority meetings or at women's conferences.
The women met at either a church meeting hall or a community center meeting
place that was set up by the liaison provided by the leader of the church or women's
social group. The study was explained to all eligible women. It was also explained to
them what was expected for participation in the study. The participants were asked if
they had any questions pertinent to the interview. The eligible women who met the
inclusion criteria were given an informed consent to read; they were then asked if they
understood the consent, after which they were requested to sign it. The informed
consents were then collected so that the participants would remain anonymous. The
study instruments were distributed with the help of two volunteers who had previously
been designated by the liaison and trained to help with the collection of data. The
participants were allowed ample time to complete the questionnaires, allowing for
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additional or follow-up questions. The investigator replied to any questions that the
respondents had about the instruments. The respondents turned in the instruments as they
finished and the investigator ensured that all instruments were complete.
The data collection phase followed a structured, uniform format that was used to
collect data throughout the study to ensure uniformity of data collection as described in
Appendix G. A total of five instruments were administered to the women (see Appendix
F). The majority of questions were in a closed-ended format, with the exception of one
question. The closed-ended questions were Likert-type scale questions.
After each session, refreshments were served. In most instances, the refreshments
were provided either by the church or by the community center. After all participants had
completed the instruments, there was a 15-minute informational session on nutrition
issues related to women. The respondents were encouraged to ask any health-related
questions that they had regarding the topics discussed. There was also distribution of
nutrition "goody bags," which contained nutrition information on women's health issues
(see Appendix H).
Data Processing
Following the administration of the questionnaires, data were reviewed prior to
data entry. A computerized log of participants was kept and used to keep track of study
participants who had completed the interview process, as well as tracking the church or
community center location where the respondent completed the information.
After collection of data, all participants' data were kept in locked file cabinets. To
ensure confidentiality of participant records, each participant was assigned a Personal
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Identification Number (PIN). The log of PIN numbers was maintained for security
purposes. All statistical analysis was done using PIN only.
The investigator maintained consistency by performing all data coding and data
entry. Except for the Brief Block 2000 Dietary Questionnaire, data entry was completed
using Microsoft Excel 2000. This is a Microsoft spreadsheet program that generates text
files, which was then read into and analyzed using SPSS Version 11.0 for Windows. The
coded FFQs were sent to Nutritionquest to be analyzed by the Block Dietary Data
System. The data from Nutritionquest was sent back as an ASCII file and subsequently
read into SPSS for further analysis. Data was checked using cross-tabulations,
frequencies, and other descriptive and summary statistics.
Data Analysis
The following statistical analyses were done to address the research questions:
SPSS generated descriptive and summary statistics of sociodemographics and BMI data.
Descriptive and summary statistics were also performed on the different spirituality
subscales, dietary data, and exercise subscale scores. One-way analysis of variance was
performed on total kilocalories and total fat calories by BMI categories for each age
group. The significant F tests, Fisher's LSD post hoc test was performed at p<.05. The
Pearson product-moment correlations and cross-tabulations with chi-square tests were
used to evaluate the relationships of the independent variables (spirituality,
sociodemographics, and BMI), and the dependent variables (diet and exercise) (see
Figures 3 & 4). There were several different measures for the independent variable of
spirituality (Rosenberg Self-Esteem Scale, HPLP II Spiritual Growth, HPLP II
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Interpersonal relations, HPLP II Stress Management, HPLP II Health Responsibility, and
Spiritual Perspective Scale); therefore, several correlations were calculated.
Hierarchical regression was used to determine if the independent variables of
spirituality, sociodemographics, and BMI were good predictors of each dependent
variable of diet and exercise. Hierarchical regression model was fit for each dependent
variable of diet (HPLP II Nutrition and Healthy Eating Index) and for physical activity
(HPLP II Physical Activity). In the first step, the sociodemographic variables and BMI
were entered and the R2 was determined. Then in the second step, the spirituality
variables were entered and the change in R2 was evaluated for significance.
Canonical correlation analyzes the relationships between two sets of variables. In
this study, canonical correlations were used to determine the relationships between health
promoting behaviors and sociodemographic, BMI, and spirituality variables. The
sociodemographic variables included age, education, work status, number in household,
income, and religious service attendance. The anthropometric variable was Body Mass
Index (BMI). Spirituality included measures of self-esteem, spiritual growth,
interpersonal relations, stress management, health responsibility, and Spiritual
Perspective Scale. Health promoting behavior variables included nutrition, the Healthy
Eating Scale, and physical activity.
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CHAPTER IV
RESULTS
This study was conducted with 286 participants. The sample was recruited from
churches and women's organizations in Central and South Florida. Initially, a combined
total of 286 questionnaires were collected. Prior to data analysis, 26 of these participants
were excluded since they did not complete the entire questionnaire, leaving a study
sample of 260 participants for analysis.
The overall goal of this study was to understand the manner in which spirituality
impacts the health of African American women. This study examined the relationship
between spirituality (using the Burkhardt model) and women's health promoting
behaviors of diet (as measured by the HPLP II Nutrition subscale and the Healthy Eating
Scale) and exercise (as measured by the HPLP II Physical Activity subscale). This cross-
sectional study used sociodemographic, anthropometric (reported height and weight),
dietary, exercise, and spirituality data to answer the two primary questions of the study:
What is the role of spirituality in impacting the health promoting behaviors (diet and
exercise) of African American women? Of the independent variables of spirituality,
sociodemographics, and BMI, which are the best predictors of diet and exercise? The
results are organized according to the research questions of the study.
Results of the study in terms of research questions are shown in Table 3.
Following the summary, each research question is presented.
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Table 3. Significant Research Findings
Research Question Significant Findings
1. What are the sociodemographics 87% had at least some college education,
characteristics of study participants? 46% earn more than $45K, 40% married
2. How do African American Spiritual Perspective Scale above average.
women score on the various Spiritual growth highest of HPLP II
spirituality subscales? measures followed by interpersonal
relations, health responsibility, stress
management. Self-esteem moderate.
3. What is the relationship among 66% overweight/obese (BMI); Fruit
dietary intakes, exercise habits, and intake less than 2, vegetables 3/day; Low
BMI of African American women? dairy intake (<1); 34% fat in diet. No
association was found between BMI and
health promoting behaviors.
4. What is the relationship between There were significant relationships
sociodemographics, dietary patterns, between the sociodemographic measures
and exercise habits of African of education and diet and exercise habits
American women? of African American women. Those
individuals with higher education had
better diet and exercise patterns.
5. What is the interrelationship of Positive association between education
spirituality, sociodemographics, and and income and spirituality measures; Age
BMI? and being married were moderately
positively associated with spirituality
measures; BMI positively associated with
Spiritual Perspective Scale and negatively
associated with self-esteem.
6. What role does spirituality play in Spirituality plays an important role in the
the lives of African American lives of African American women as it
women as it relates to their diet and relates to their health promoting
exercise habits? behaviors, more specifically self-esteem,
spiritual growth, interpersonal relations,
stress management, and health
responsibility.
7. Of the independent variables of The constructs of self-esteem, spiritual
spirituality, sociodemographics, and growth, interpersonal relations, stress
BMI, which variables are the best management, and health responsibility
predictors of a healthy diet and were the best spirituality predictors.
exercise patterns in African Education is the best sociodemographic
American women? predictor.
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Research Q1: What are the sociodemographic characteristics of the study
participants?
A total of 260 respondents completed all of the questionnaires and were used for
the analyses. Table 4 summarizes sociodemographic factors. The age of the respondents
ranged from between 18 and 82 years old, with a mean of 41.27+12.71. The majority of
the respondents identified themselves as African American (85%), followed by those who
considered themselves Caribbean (11%) and Black Hispanic (2%), and those who
considered themselves as other (2%). The majority of the respondents were married
(40%), followed by those who were single, never married (34%), and those who were
divorced/separated or widowed (26%). Only 1% of the respondents had less than a high
school education, while 12% had at least a high school education, 19% had some college
and 68% had some type of vocational or college degree. The majority of the respondents
were working full time (59%), followed by those who did not work (21%), those who
worked part time (15%), and finally, those working full and part time (5%). The majority
of the respondents household income was over $60,000 (27%), followed by those with
incomes between $15,001 - $30,000 (24%), those with incomes between $30,001 -
$45,000 (19%), those with an incomes between $45,001 - $60,000 (19%), and those with
incomes less than $15,000 (11%).
Religious Characteristics
Table 5 identifies the religious characteristics of the participants. The majority of
the respondents considered themselves Baptist (65%), followed by other
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Table 4
Demographic Characteristics of African American Women (N=260)
Characteristic Mean + SD Range
Age (years) 41.27 12.71 18-82
n %
Gender
Female 260 100.0
Race
African American 220 84.6
Caribbean 29 11.2
Black, Hispanic 5 1.9
Other 6 2.3
Marital Status
Single, never married 88 33.8
Divorced/separated 59 22.7
Widowed 8 3.1
Married 105 40.4
Work Status
Not Working 55 21.2
Part Time 39 15.0
Full Time 153 58.8
Full + Part Time 13 5.0
Education Level
Less than HS 3 1.2
High School Graduate 31 11.9
Some College 49 18.8
Vocational 14 5.4
AA/AS 19 7.3
BA/BS 65 25.0
MS 73 28.1
PhD/MD 6 2.3
Annual Household Income
$15,000 or less 28 10.8
$15,001 - $30,000 62 23.8
$30,001 - $45,000 50 19.2
$45,001 - $60,000 49 18.8
Over $60,000 71 27.3
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Table 5
Religious Characteristics of African American Women (N=260)
Characteristic
n %
Religious Denomination
Baptist 167 65.2
African Methodist Episcopalian (AME) 23 9.0
Episcopalian 5 2.0
Other 61 23.8
Religious Service Attendance
Never 7 2.7
Rarely 19 7.3
Occasionally 18 6.9
Frequently 40 15.4
Once a week 57 21.9
More than once a week 119 45.8
(24%), then by African Methodist Episcopalian (9%), and finally by those that considered
themselves Episcopalian (2%). Most respondents attended religious services more than
once a week (46%), followed by those who attended once a week (22%), those who
attended frequently (15%), those who attended occasionally (7%), those who attended
religious services rarely (7%), and those who never attended religious services (3%).
A cross-tabulation was performed to see if there was a significant relationship
between religious service attendance and religious denomination. There was no
significant relationship between the two. For those participants who attended church
more than once a week, 50.3% were of the Baptist denomination, followed by 40%
Episcopalian, 39.1% were of AME denomination, and 36.1% classified their
denomination as other. For participants who attended church at least once a week, 40%
were Episcopalian, 34.8% were AME, 21% were Baptist, and 18% were from other
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denominations. For participants who attended church frequently, defined as 1 - 3 times-
per-month, 17.4% were Episcopalian, 16.2% were Baptist, and 14.8% were from other
denominations. For participants who attended church occasionally, defined as 6 - 12
times per year, 13% were from other denominations and 6% were Baptist. For
participants who attended church rarely, defined as 1 - 5 times-per-year, 20% were
Episcopalian, 11.5% were from other denominations, 5.4% were Baptist, and 4.3% were
AME. For participants who never attended church, 6.6% were from other denominations,
followed by 4.3% who were AME, and finally 1.2% who characterized themselves as
Baptist.
Research Q2: How do African American women score on the various spirituality
subscales?
Spirituality
Burkhardt's theoretical framework was adopted as the model to measure this
broad and encompassing concept of spirituality. The three elements examined in the
framework are connectedness with self, connectedness with others, and connectedness
with the environment/universe. These three elements are often referred to as harmonious
interconnectedness of spirituality. Burkhardt (1989) suggested that these three concepts
foster a spiritual interconnectedness.
Connectedness with self was measured using the Rosenberg Self-Esteem Scale
and the HPLP II Spiritual Growth subscale. These two instruments together measured
the spiritual views of these women and also measured how they engaged in spiritually
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related interactions. Additionally, the instruments measured self-acceptance, self-esteem,
and the basic feeling of self-worth of these women.
Connectedness with others was measured using the HPLP II Stress Management
subscale and the HPLP II Interpersonal Relations subscale. This measurement was taken
to determine if these women connect with others, including family, friends, social groups,
and churches.
The Spiritual Perspective Scale and HPLP II Health Responsibility measured
connectedness with the environment/universe. Connectedness with the environment
demonstrates if individuals experience a sense of connection with all of life and nature; if
the individual is aware of the effects of the environment on one's life and well-being; and
demonstrates concern for the health of the environment. It further determined if they
have a sense of reflection and harmony in their lives. Further, the questions of whether
these women are responsible for their own health was also measured using the HPLP II
Health Responsibility subscale.
This section presents results in the order of the Burkhardt model. First, there is a
discussion of results from the first component, connectedness with self, which includes
Rosenberg's self-esteem scale, followed by the HPLP II subscale of spiritual growth.
Next, there will be a discussion of results from the second component, connectedness
with others, HPLP II subscale of interpersonal relations and HPLP II Stress Management.
Finally, there is a discussion of results from the third component, connectedness with the
environment and universe, HPLP II subscale of Health Responsibility, and the Spiritual
Perspective Scale.
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Self-Esteem
The Rosenberg Self-Esteem scale is a measure of connectedness with self in
Burkhardt's model of spiritual interconnectedness. Table 6 summarizes descriptive
statistics for the Rosenberg Self-Esteem Scale. The scale is a 10-item Likert-type scale
that measured the self-acceptance component of self-esteem as a basic feeling of self-
worth. Reliability estimated by Cronbach's alpha was 0.84. The Rosenberg Self-Esteem
Scale has demonstrated criterion-related validity and discriminant validity.
The range of responses for each of the questions were from 1 to 4, with 1 being
"strongly agree" to 4 being "strongly disagree." The instrument is designed to alternate
questions in random order indicating positive or negative aspects of self-esteem. The
mean scores on the questions for which a response of "agree" is positive are as follows:
"On the whole, I am satisfied with myself," the mean was 2.22; "I am able to do things as
well as most other people," the mean was 2.42; "I feel that I am a person of worth, at least
on an equal plane with others," the mean was 2.51; "I take a positive attitude toward
myself," the mean was 2.58; and "I feel that I have a number of good qualities," the mean
was 2.66. In other words, the first two questions with mean responses of less than 2.50
indicate more agreement on average than disagreement with these positive self-esteem
attributes.
The individual ranked scores on the questions for which a response of "disagree"
is positive are as follows: "I wish I could have more respect for myself' the mean was
2.24; "I certainly feel useless at times," the mean was 2.34; "At times, I think I am no
good," the mean was 2.40; "I feel I do not have much to be proud of, " the mean was
2.55; and "All in all, I am inclined to feel that I am a failure," the mean was 2.76. In
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Table 6
Descriptive Statistics for the Rosenberg Self-Esteem Scale (N=260)
Scale Items Mean + SD
On the whole, I am satisfied with myself. (P) 2.22 .73
At times, I think I am no good. (N) 2.40 .81
I feel that I have a number of good qualities. (P) 2.66 .58
I am able to do things as well as most other people. (P) 2.42 .64
I feel I do not have much to be proud of. (N) 2.55 .79
I certainly feel useless at times. (N) 2.34 .80
I feel that I am a person of worth, at least on an
equal plane with others. (P) 2.51 .65
I wish I could have more respect for myself. (N) 2.24 .93
All in all, I am inclined to feel that I am a failure. (N) 2.76 .50
I take a positive attitude toward myself. (P) 2.58 .64
Cronbach's alpha = .84, range 1 - 4 where 1 = strongly agree, 2 = agree,
3 = disagree, 4 = strongly disagree
P= positive scale item N= negative scale item
82
other words, the last two questions with mean responses of more than 2.50 indicate more
disagreement on average than agreement with these negative self-esteem attributes.
HPLP II Spiritual Growth
The HPLP II Spiritual Growth subscale is a measure of connectedness with self in
Burkhardt's model of spiritual interconnectedness. Table 7 summarizes the descriptive
statistics for spiritual growth of the HPLP II scale. The spiritual growth scale focuses on
feeling connected with a force greater than oneself, having a sense of purpose in life, and
seeking personal development. The range of scores for each question was 1 (never) to 4
(routinely). The Cronbach's alpha for the spiritual growth subscale was 0.84. The
average response fell into the range of occurred more than "often," but less than
"routinely" for the following questions: "feel connected with some force greater than
myself," (m = 3.52); "believe that my life has purpose," (m = 3.46); "look forward to the
future," (m = 3.45); "am aware of what is important to me in life," (m = 3.41); "work
toward long-term goals in my life," (m = 3.16); "feel content and at peace with myself,"
(m = 3.07); and "feel I am growing and changing in positive ways," (m = 3.04).
Two questions were responded to more than "sometimes," but less than "often"
on average: "find each day interesting and challenging" (m = 2.99); and "expose myself
to new experiences and challenges" (m = 2.95).
The HPLP II Spiritual Growth subscale with an overall respondent average of
3.22 with a standard deviation of 0.51 was the highest of all the HPLP II subscales for
this particular population. The item: which states, "feel connected with some force
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Table 7
Descriptive Statistics for Spiritual Growth of the HPLP II (N=260)
Scale Items Mean + SD
Feel I am growing and changing in positive ways. 3.04 .75
Believe that my life has purpose. 3.46 .68
Look forward to the future. 3.45 .68
Feel content and at peace with myself. 3.07 .76
Work toward long-term goals in my life. 3.16 .85
Find each day interesting and challenging. 2.99 .82
Am aware of what is important to me in life. 3.41 .75
Feel connected with some force greater than myself. 3.52 .75
Expose myself to new experiences and challenges. 2.95 .87
Spiritual Growth Overall Subscale mean 3.22+.51
Cronbach's alpha =.84, range 1 - 4 where 1 = never, 2 = sometimes,
3 = often, 4 = routinely
greater than myself," (m = 3.52) was the highest single mean response on all HLPL II
scales for this sample.
HPLP II Interpersonal Relations
The HPLP II Interpersonal Relations subscale is a measure of connectedness with
others in Burkhardt's model of spiritual interconnectedness. Table 8 summarizes the
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Table 8
Descriptive Statistics for Interpersonal Relations of the HPLP II (N=260)
Scale Items Mean + SD
Discuss my problems and concerns with
people close to me. 2.71 .83
Praise other people easily for their achievements. 3.33 .68
Maintain meaningful and fulfilling relationships
with others. 3.38 .74
Spend time with close friends. 3.03 .84
Find it easy to show concern, love and warmth
to others. 3.44 .70
Touch and am touched by people I care about. 3.36 .75
Find ways to meet my needs for intimacy. 2.55 .95
Get support from a network of caring people. 2.94 1.02
Settle conflicts with others through discussion. 3.00 .78
Interpersonal Relations overall subscale mean 3.08+.50
Cronbach's alpha = .79, range 1 - 4 where 1 = never, 2 = sometimes,
3 = often, 4 = routinely
descriptive statistics for interpersonal relations of the HPLP II scale. The interpersonal
relations scale pertains to maintaining relationships that involve a sense of closeness and
intimacy. The range of scores for each question was 1 (never) to 4 (routinely). The
Cronbach's alpha for these questions was 0.79. Most of the mean responses fell into the
range of occurred more than "often," but less than "routinely" for the following
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questions: "find it easy to show concern, love and warmth to others," the mean was 3.44;
"maintain meaningful and fulfilling relationships with others," the mean was 3.38; "touch
and am touched by people I care about," the mean was 3.36; "praise other people easily
for their achievements," the mean was 3.33; "spend time with close friends," the mean
was 3.03; and "settle conflicts with others through discussion," the mean was 3.00.
Three questions averaged responses more than "sometimes," but less than
"often": "get support from a network of caring people," the mean was 2.94; "discuss my
problems and concerns with people close to me," the mean was 2.71; and "find ways to
meet my needs for intimacy," the mean was 2.55.
The HPLP Interpersonal Relations subscale with an overall respondent average of
3.08 with a standard deviation of 0.50 was the second highest of all the HPLP II
subscales for this particular population.
HPLP II Stress Management
The HPLP II Stress Management subscale is a measure of connectedness with
others in Burkhardt's model of spiritual interconnectedness. Table 9 summarizes the
descriptive statistics for stress management of the HPLP II scale. The stress management
scale pertains to recognizing stressful situations and acting to confront those and achieve
relaxation. The range of scores for each question was 1 (never) to 4 (routinely). The
Cronbach's alpha for these questions was 0.79. Only one of the average responses fell
into the range of occurred more than "often," but less than "routinely" for the following
question: "accept those things in my life which I can not change" ( m = 3.00). The
remainder of the questions averaged responses more than "sometimes," but less than
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Table 9
Descriptive Statistics for Stress Management of the HPLP II (N=260)
Scale Items Mean + SD
Get enough sleep. 2.54 .84
Take some time for relaxation every day. 2.55 .90
Accept those things in my life which I can not change. 3.00 .84
Concentrate on pleasant thoughts at bedtime. 2.88 .84
Use specific methods to control my stress. 2.41 1.00
Balance time between work and play. 2.50 .86
Practice relaxation or meditation for 15-20 minutes daily. 2.01 .97
Pace myself to prevent tiredness. 2.28 .92
Stress Management Subscale Mean 2.52+.56
Cronbach's alpha = .77, range 1 - 4 where 1 = never, 2 = sometimes,
3 = often, 4 = routinely
"often": "concentrate on pleasant thoughts at bedtime" (m = 2.88); "take some time for
relaxation every day" (m = 2.55); "get enough sleep" (m = 2.54); "balance time between
work and play" (m = 2.50); "pace myself to prevent tiredness" (m = 2.28); and and
"practice relaxation or meditation for 15-20 minutes daily" (m = 2.01). The HPLP Stress
Management subscale with an overall respondent average of 2.52 with a standard
deviation of 0.56 was the fourth highest of the six HPLP II subscales for this particular
population.
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HPLP II Health Responsibility
The HPLP II Health Responsibility subscale is a measure of connectedness with
the environment or universe in Burkhardt's model of spiritual interconnectedness. Table
10 summarizes the descriptive statistics for health responsibility of the HPLP II scale.
The Health Responsibility scale focuses on acceptance of responsibility for one's health,
being educated about health, and seeking help from health professionals when needed.
The Cronbach's alpha for the Health Responsibility subscale was 0.81. The range of
scores for each question was 1 (never) to 4 (routinely); only one of the average responses
fell into the category "often," "report any unusual signs to a physician" (m = 3.04). Most
of the questions average responses more than "sometimes," but less than "often":
"question health professionals" (m = 2.89); "discuss my health concerns with health
professionals" (m = 2.84); "inspect my body at least monthly for physical changes" (m =
2.77); "seek guidance or counseling when necessary" (m = 2.51); "ask for information
from health professionals" (m = 2.51); "read or watch TV programs about improving
health" (m = 2.35); and "get a second opinion" (m = 2.32).
Finally, one question average response was above "never," but less than
"sometimes": "attend educational programs on personal health care" (m = 1.87). It
should be noted that this item within the HLPL II measures of spirituality had the lowest
mean.
The HPLP Health Responsibility subscale with an overall respondent average of
2.53 with a standard deviation of 0.59 was the third highest of six of the subscales for this
particular population.
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Table 10
Descriptive Statistics for Health Responsibility of the HPLP II (N=260)
Scale Items Mean + SD
Report any unusual signs to a physician. 3.04 .92
Read or watch TV programs about improving health. 2.35 .79
Question health professionals. 2.89 .97
Get a second opinion. 2.32 .99
Discuss my health concerns with health professionals. 2.84 .95
Inspect my body at least monthly for physical changes. 2.77 .93
Ask for information from health professionals. 2.51 .96
Attend educational programs on personal health care. 1.87 .83
Seek guidance or counseling when necessary. 2.51 .96
Health Responsibility Subscale Mean 2.57+.59
Cronbach's alpha = .81, range 1 - 4 where 1 = never, 2 = sometimes,
3 = often, 4 = routinely
Spiritual Perspective Scale
The Spiritual Perspective Scale (SPS) is a measure of connectedness with the
environment or universe in Burkhardt's model of spiritual interconnectedness. Table 11
summarizes descriptive statistics for the SPS. The scale consisted of 10 questions
regarding the prominence of spiritual views in the participant's life. Specifically, the 10-
item scale measured participants' perceptions of the extent to which they hold certain
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Table 11
Descriptive Statistics for the Spiritual Perspective Scale (N=260)
Scale Items Mean+ SD
In talking with family and friends, how often do you
mention spiritual matters? 5.48 .73
How often do you share with others the problems
and joys of living according to your spiritual beliefs? 5.24 .96
How often do you read spiritually related materials? 5.43 .95
How often do you engage in private prayer or meditation? 5.79 .67
Forgiveness is an important part of my spirituality. 5.60 .84
I seek spiritual guidance in making decisions in my
everyday life. 5.39 .95
My spirituality is a significant part of my life. 5.65 .85
I frequently feel very close to God or a "higher power"
in prayer, during public worship, or at important moments
in my daily life. 5.63 .82
My spiritual views have had an influence upon my life. 5.67 .81
My spirituality is especially important to me because it
answers many questions about the meaning of life. 5.56 .89
Spiritual Perspective Scale Mean 5.54 +.64
Cronbach's alpha = .92, ranged from 1 to 6, where 1 = not at all, 2 = less than once a
year, 3= about once a year, 4 = about once a month, 5 = about once a week, 6 =
about once a day for the first four items. 1 = strongly disagree, 2 = disagree, 3 =
disagree more than agree, 4 = agree more than disagree, 5 = agree, 6 = strongly
agree for the last six items.
spiritual views and engage in spiritually related interactions. Reliability, estimated by
Cronbach's alpha, was 0.92 with minimal redundancy among the items. Based on the
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reliability scores in this population, the SPS has demonstrated criterion-related validity
and discriminant validity.
The ranges of responses for the SPS questionnaire were from 1 - 6, where 1 = not
all, 2= less than once a year, 3 = about once a year, 4 = about once a month, 5 = about
once a week, and 6 = about once a day. For the first four questions of this questionnaire,
Cronbach's alpha was .91. For questions 1 - 4, the responses ranged from "not at all" to
"about once a day." The ranked mean responses for all of these questions indicated that
on average the behavior occurred more than "once a week" and less than "once a day."
The questions were: "how often do you engage in private prayer or meditation?", (m=
5.79); "in talking with family and friends, how often do you mention spiritual matters?",
(m= 5.48); "how often do you read spiritually related materials?", (m= 5.43);
"how often do you share with others the problems and joys of living according to your
spiritual beliefs?", (m= 5.24).
For the second portion of the questionnaire, questions 5 - 10, the responses ranged
from 1 - 6, where 1 = strongly disagree, 2 = disagree, 3 = disagree more than agree, 4 =
agree more than disagree, 5 = agree, and 6 = strongly agree. The responses to all of these
questions indicate that the participants' responses occurred more than "agree" and less
than "strongly agree." The ranked mean responses for questions in the second section of
the questionnaire were as follows: "my spiritual views have had an influence upon my
life," with a mean of 5.67; "my spirituality is a significant part of my life," with a mean of
5.65; "I frequently feel very close to God or a 'higher power' in prayer, during public
worship, or at important moments in my daily life," with a mean of 5.63; "forgiveness is
an important part of my spirituality," with a mean of 5.60; "my spirituality is especially
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important to me because it answers many questions about the meaning of life," with a
mean of 5.56; and "I seek spiritual guidance in making decisions in my everyday life,"
with a mean of 5.39.
Participants in the present study held strong spiritual views and engaged in
spiritually related interactions at least once a week and close to once a day. The
participants indicated that they engaged in private prayer and meditation about once a
day. They also indicated that their spiritual views have a strong influence on their lives
and that spirituality is a significant part of their lives.
Research Q3: What is the relationship between dietary intakes, exercise habits, and
BMI of African American women?
The first stage in answering this question was to complete analyses of the data
relating to dietary intake, exercise, and BMI. Following these data analyses, correlations
were completed among the variables. There were no significant correlations between
BMI and the diet and exercise habits of the participants.
Diet
As part of the interview process, study participants were asked to complete the
Brief 2000 Block Dietary Data sheet. This questionnaire takes into consideration the
frequency of the foods consumed over the past year. This information was used to
determine percent of calories from the energy nutrients based on the Dietary Guidelines
for Americans (US DHHS) and daily servings of the different food groups based on the
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Food Guide Pyramid (US DHHS). This information was also used to determine mean
nutrient intakes for the participants.
Table 12 summarizes the following dietary characteristics of the participants. The
range of percent of calories from total fat was 13 - 57 with a mean of 34.28+7.25. The
range of percent of calories from protein was 6 - 28 with a mean of 15.81+3.61. The
range of percent of calories from carbohydrates was 26 - 83 with a mean of 51.52+9.16.
The range of percent of calories from sweets and desserts was 0 - 64 with a mean of
13.88+10.61. The range of daily servings of vegetables ranged from 0 - 20 with a mean
of 3.31 3.00. The range of daily servings of fruits and fruit juices ranged from 0 - 6 with
a mean of 1.34+1.00. The range of daily servings of breads, cereals, rice, and pasta
ranged from 0 - 14 with a mean of 3.02 1.99. The range of daily servings of meat, fish,
poultry, beans, and eggs ranged from 0 - 11 with a mean of 1.73+1.343. The range of
daily servings of milk, yogurt, and cheese ranged from 0 - 5 with a mean of 0.80+0.68.
The range of daily servings of fats and oil, sweets, and soda ranged from 0 - 6 with a
mean of 1.78+1.15.
On average, the participants in the present study consumed greater than
recommended amounts of fats (34%); below adequate intakes of carbohydrates (52%);
and adequate intakes of protein (15%). On average, the participants consumed 4.65
servings from the fruit and vegetable groups, which is below the recommended five fruits
and vegetables per day.
Seventy-three percent of participants in the present study consumed more than
30% of their calories from fat. When looking at percent of calories from carbohydrates,
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Table 12
Dietary Characteristics of African American Women (N=260)
Characteristic Mean + SD Range
% Kcal from
Fat 34.28 7.25 13 - 57
Protein 15.81+3.61 6- 28
Carbohydrates 51.52+9.16 26 -- 83
Sweets, Desserts 13.88+10.61 0- 64
Daily Servings of
Vegetables 3.31+3.00 0- 20
Fruits & Fruit juices 1.34+1.00 0- 6
Breads, Cereals, Rice, Pasta 3.02+1.99 0 - 14
Meat, Fish, Poultry, Beans, Eggs 1.73+1.34 0- 11
Milk, Yogurt, Cheese 0.80+0.68 0 - 5
Fats & Oil, Sweets, Sodas 1.78+1.15 0 - 6
66% of the participants consumed less than the recommended 55% of calories from
carbohydrates. For percent of calories from saturated fat, 74% consumed more than 10%
of their calories from saturated fat. When categorizing participants on grams of dietary
fiber, 89% consumed less than the recommended 25 grams of dietary fiber. For servings
from fruits and vegetables per day, 66% consumed less than the recommended five
servings per day.
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The aforementioned categories were used to determine the Healthy Eating Scale
for the present study. The Healthy Eating Scale ranged from 0 to 5 and was based on
30% or less from fat, more than 55% from carbohydrates, 10% or less from saturated fat,
25 or more grams from dietary fiber and more than five servings from the fruit and
vegetable category. For the Healthy Eating Scale, only 3% of the participants met all five
categories, followed by 9% meeting at least four of the five categories, 13% in both three
and two of the five categories, 19% meeting one of the five categories, and finally by
43% meeting none of the five categories.
A separate correlation was performed for the HPLP II Nutrition subscale to the
Healthy Eating Scale (r=.427, p<.001). The HPLP II Nutrition subscale consists of
questions related to the respondent's consumption of servings of food groups from the
Food Guide Pyramid. Additionally, questions include U.S. Dietary Guideline parameters
of sodium and fat. This significant correlation provides validation of the Health Eating
Scale to represent the nutritional intake of the participants.
Table 13 summarizes the Block Dietary Questionnaire characteristics of the
participants. Respondents consumed 1,368.28 774.66 calories with a range of 200 -
5,552 calories. Respondents consumed from 9 - 254 grams of protein with a mean of
54.66 + 33.87 grams of protein. Respondents consumed from 5 - 257 grams of total fat
with a mean of 52.89 + 33.69 grams. Respondents consumed from 24 - 686 grams of
carbohydrates with a mean of 173.77 + 100.86 grams. Respondents consumed from 84 -
1,815 mg of calcium with a mean of 507.09 + 309.04 mg. Respondents consumed from
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Table 13
Dietary Intake of the participants (N=260) measured using the Block Dietary
Questionnaire
Characteristic Mean + SD Range
Kcal 1368.28+774.66 200-5552
Protein (g) 54.66 33.87 9-254
Total fat (g) 52.89 33.69 5-257
Carbohydrate (g) 173.77 100.86 24-686
Calcium (mg) 507.09 309.04 84-1815
Phosphorus (mg) 835.98+462.59 144-2625
Iron (mg) 10.01+5.88 2-41
Sodium (mg) 1698.90+997.92 236-6592
Potassium (mg) 2275.40+1359.30 341-7406
Vitamin A (LU) 10869.03+11370.85 771-66876
Vitamin A (RE) 1245.82+1190.37 98-6872
Thiamin (mg) 1.19+0.66 0-4
Riboflavin (mg) 1.24+0.70 0-4
Niacin (mg) 14.12+8.52 2-63
Vitamin C (mg) 128.29+94.33 10-564
Saturated Fat (g) 17.61+11.340 2-88
Oleic Acid (g) 19.46 12.98 1-99
Linoleic Acid (g) 11.22+7.62 1-52
Cholesterol (mg) 173.67+122.21 10-705
Total Dietary Fiber (g) 14.36+9.73 2-59
Folate (mcg) 295.38+177.95 43-1340
Vitamin E (a-TE) 7.04+4.56 1-28
Zinc (mg) 7.18+4.54 1-32
Vitamin B6 (mg) 1.48+0.88 0-5
Magnesium (mg) 217.32+128.61 32-766
Vitamin D (IU) 108.61+100.50 2-764
Vitamin K (ug) 194.31+213.26 11-1480
Vitamin B12 (ug) 3.18+2.71 0-20
Dietary fiber from beans (g) 1.93+2.77 0-23
Dietary fiber from vegetables & fruits (g) 8.04+6.81 1-54
Dietary fiber from grains (g) 4.80+3.39 0-30
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144 - 2,625 mg of phosphorus with a mean of 835.98 + 462.59 mg. Respondents
consumed from 2 - 41 mg of iron with a mean of 10.01 + 5.88 mg. Respondents
consumed from 236 - 6592 mg of sodium with a mean of 1,698.90 + 997.92 mg.
Respondents consumed from 341 - 7,406 mg of potassium with a mean of 2,275.40 +
1,359.30 mg. Respondents consumed from 2 - 88 grams of saturated fat with a mean of
17.61 + 11.340 grams. Respondents consumed from 10 - 705 mg of cholesterol with a
mean of 173.67 + 122.21 mg. Respondents consumed from 2 - 59 grams of total dietary
fiber, with a mean of 14.36 + 9.73 grams. Consumption of dietary fiber was divided into
several different categories. Consumption of dietary fiber from beans ranged from 0 - 23
grams with a mean of 1.93 + 2.77. Consumption of dietary fiber from vegetables and
fruits ranged from 1 - 54 grams with a mean of 8.04 + 6.81. Consumption of dietary fiber
from grains ranged from 0 - 30 grams with a mean of 4.80 + 3.39.
Differences of Vitamin and Mineral Intake by Age
Table 14 summarizes the differences of vitamin and mineral intake of African
American women by age group. There was a significant difference in percent of
participants meeting DRI for iron without supplementation, x2 (2, N=260)=43.28, p<.001
and with supplementation, x2 (2, N=260)=21.66, p<.001. Without iron supplementation,
48% of participants 51 and over met the DRI; however, only 13% of participants between
18 and 30 years old, and 9% of participants between 31 and 50 years old met the DRI.
Similarly, 80% of participants 50 and older met their DRI with supplementation, but only
50% of participants between 18 and 30 years old, and less than half (45%) between 31
and 50 year olds met their DRI.
97
00 00 -- "-
r- O OO O00 ON CIS p r-!r- C) C> W) O IOM N 1%0O
1%0 Cr) 00 1 to lp 01 00 M N
N INC NBC MC, 00N 00r-
M O en N r-i ':' O N M M O
O M M M M N O q:t 00 00 \O
.-- N 'd" 000 000 000 M r 
,c'IK
tn A 
-- M CNC, C, C> C) CO
N d' N ct M N ' '
O
N
M CN N M1 O OC,
06 C 00 dam' 06 606O \
a o r-, tt
C
C1
00 %p 00 00 10 l G
a N ,o 00 00 N
Cd
W) O r- a, C> C> N
M
00
M O 00 N tn r- W) O N 00
O
A
C
O O O O O O
.
w cd cd cz cl m M
" , a a . a a a a
3 H3 3 Z3 w3 o
cl 
o a
F* *
00 C, to 00 00 t M O, G IO O %O 1.0 00
vi It ON C, r- O (7, 00 r- ON 00 N IO
C Mtr) R:t N ON M 00 O -- + "- r- O
110 O -- N 00 N M 0 O M IC ON
ON 1:t OM M c M--4 M O M
N N -- 14 N O N O 4 M14 r-- M O 4n
en O O M N N c N I- IT D1 V) 00
o 4r- O r--: O 6 ,6 06 t.: N N Mr- 1:T 00 'NO CN O ON 01 N r r-
l [ v1 01 -- tn "I' C, O [ t N to
O
N
Q 00 %O D M M -- + O 00
o t a1 O O r- N O N D; O1 066 4
a tr) %O t r- 110 00 Wn CIN C, N 110 to O
O I
bA M 00 P-4
Q [ a1 O ON C M M M 00
A M C O 00 M r- O O O C1 00
b O \ 06 O ,O 00
", M o [ 00 n O c; c; O M W)P-4 P-4
I
~ t4.) M C1 } N M N M l 00 W'l
C M M to M C N M M M
O
cl
T.r
cis cd c M
N N N
446 r,4 . + 04 O
cj 4-4 +J r, O CIS44
A
o
Correlations of BMI and Nutrient Intake
Nutrition was significantly correlated with BMI. Table 15 summarizes the
correlations of BMI and nutrient intake. For nutrient intake, BMI was positively
associated with caffeine, percent fat, percent of calories from sweets, percent of fat
calories (alcoholic beverages excluded), supplemented vitamin C, supplemented vitamin
E, and supplemented beta carotene (r = .131, p=.035; r = .134, p=.031; r = .163, p=.008; r
=.1 2 5 ,p=.0 4 4 ;r=.141;p=.023;r=.209,p=.001;r=.138,p=.026). Those
individuals with higher BMI had significantly higher intakes of caffeine, percent fat,
percent of calories from sweets, percent fat calories (alcoholic beverages excluded),
supplemented vitamin C, supplemented vitamin E, and supplemented beta carotene.
Correlations of BMI and Nutrient Intake within Age Groups Separately
Table 16 summarizes the correlations of BMI and nutrient intake within age
groups, separately. Younger women (18 - 30 years of age) with higher BMIs were
positively associated with caffeine consumption (r = .277, p=.027). Middle age women
between 31 and 50 years old with higher BMIs were positively associated with oleic acid,
percent of calories from sweets, supplemented Vitamin E, and supplemented selenium
intake (r= .177, p = .040; r = .180, p=.037; r = .182, p = .035; r = .199, p = .021).
Younger women with higher BMIs consumed more caffeine, and middle age women with
higher BMIs consumed greater amounts of oleic acid, calories from sweets,
supplemented Vitamin E, and supplemented selenium.
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Table 15
Correlations between BMI and Nutrient Intake (N=260)
BMI
Caffeine .131*
Percent Fat .134*
Percent Sweets .163**
Percent fat (alcoholic beverages excluded) .125*
Supplemented Vitamin C .141*
Supplemented Vitamin E .209**
Supplemented Betacarotene .138*
* p<.05, ** p<.01
Table 16
Correlations between BMI and Nutrient Intake with age groups separately (N=260)
Age
18-30 31-50 51+
(n=64) (n=135) (n=61)
Oleic Acid .177*
Caffeine .277*
Percent Sweets .180*
Supplemented Vitamin E .182*
Supplemented Selenium .199*
* p<.05, ** p<.01
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ANOVA of Nutrient Intake by BMI Categories
One way ANOVA were performed on total calorie and total fat calories by BMI
category for each age group separately. For participants between 31 and 50 years old,
there was a marginally significant difference in total calories by the BMI category,
F(2,132) = 2.61, p=.078. Fisher's least significant difference post hoc test showed that on
average, obese women (m=1,559 kcal) consumed significantly more total calories than
underweight women (m= 1,224 kcal), p<.05.
For participants between 31 and 50 years old, there was a significant difference in
total fat calories by the BMI category, F(2,132) = 3.43, p=.035. Fisher's least significant
difference post hoc test showed that on average, obese women (m=63 grams) consumed
significantly more total fat calories than underweight women (m=46 grams), p<.05.
HPLP II Nutrition
Table 17 summarizes the descriptive statistics for nutrition of the HPLP II scale.
The nutrition scale focuses on adherence to the principles set forth in the Food Guide
Pyramid, some of the Dietary Guidelines, and reading food labels. The Cronbach's alpha
range for these questions was 0.79. The range of responses for each question was 1
(never) to 4 (routinely), where 1 = never, 2 = sometimes, 3 = often, and 4 = routinely.
The mean responses to the following questions occurred more than "sometimes," but less
than "often": "eat breakfast" (m = 2.78); "read labels to identify nutrients, fats, and
sodium" (m = 2.71); "eat only 2 - 3 servings from meat, poultry, fish, and dried beans"
(m = 2.60); "eat 2 - 4 servings of fruit each day" (m = 2.42); "eat 3 - 5 servings of
vegetables each day" (m = 2.36); "choose a diet low in fat, saturated fat, and cholesterol"
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Table 17
Descriptive Statistics for Nutrition of the HPLP II (N=260)
Scale Items Mean + SD
Choose a diet low in fat, saturated fat, and cholesterol. 2.34 .92
Limit use of sugars and foods containing sugars. 2.32 .85
Eat 6-11 servings of bread, cereal, rice and pasta
each day. 1.90 .89
Eat 2-4 servings of fruit each day. 2.42 .90
Eat 3-4 servings of vegetables each day. 2.36 .89
Eat 2-3 servings of milk, yogurt, or cheese each day. 2.12 .90
Eat only 2-3 servings from meat, poultry, fish,
and dried beans. 2.60 .89
Read labels to identify nutrients, fats, and sodium. 2.71 1.04
Eat breakfast. 2.78 1.00
HPLP II Nutrition Subscale Mean 2.40+.57
Cronbach's alpha = .79, range 1 - 4 where 1= never, 2 = sometimes,
3 = often, 4 = routinely
(m = 2.34); "limit use of sugars and foods containing sugars" (m = 2.32); and "eat 2 - 3
servings of milk, yogurt, or cheese each day" (m = 2.12). One mean response indicated
that the behavior occurred more than "never," but slightly less than "sometimes": "eat 6 -
11 servings of bread, cereal, rice and pasta each day" (m = 1.90). The HLPL Nutrition
subscale with an overall respondent average of 2.40 with a standard deviation of 0.57 was
the second lowest of six of the HPLP II subscales for this particular population.
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HPLP II Physical Activity
Table 18 summarizes the descriptive statistics for physical activity of the HPLP II
scale. The physical activity scale pertains to adherence to a regular pattern of physical
activity. The Cronbach's alpha for the physical activity subscale was 0.85. The range of
scores for each question was 1 (never) to 4 (routinely), where 1 = never, 2 = sometimes, 3
= often, and 4 = routinely. The average response to the questions indicated that the
behavior occurred more than "sometimes," but less than "often": "get exercise during
usual daily activities" (m = 2.67); "exercise vigorously for 20 minutes at least three times
per week" (m = 2.21); "follow a planned exercise plan" (m= 2.17); "do stretching
exercises at least three times per week" (m = 2.09); "take part in light to moderate
physical activity" (m = 2.07); and "take part in leisure-time physical activities" (m =
2.07). Two questions had mean responses indicating that the behavior occurred more
than "never," but less than "sometimes": "reach my target heart rate when exercising"
(m = 1.98); and "check my pulse rate when exercising" (m = 1.59).
The HPLP II Physical Activity subscale with an overall respondent average of
2.11 with a standard deviation of 0.66 was the lowest of the six HPLP II subscales for
this particular population. The participants in the present study "sometimes" exercised
and "sometimes" followed an exercise plan. They took part in light to moderate physical
activity or leisure time physical activity "sometimes", but they almost "never" checked
their pulse rate or reached their target heart rate when exercising.
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Table 18
Descriptive Statistics for Physical Activity of the HPLP II (N=260)
Scale Items Mean + SD
Follow a planned exercise program. 2.17 .92
Exercise vigorously for 20 minutes at least three
times per week. 2.21 1.05
Take part in light to moderate physical activity. 2.07 .95
Take part in leisure-time physical activities. 2.07 .92
Do stretching exercises at least three times per week. 2.09 .90
Get exercise during usual daily activities. 2.67 .99
Check my pulse rate when exercising. 1.59 .81
Reach my target heart rate when exercising. 1.98 .96
HPLP II Physical Activity Subscale Mean: 2.11 +.66
Cronbach's alpha =.85, range 1 - 4 where 1= never, 2 = sometimes,
3 = often, 4 = routinely
Body Mass Index (BMI)
Table 19 summarizes the BMI of the participants. The distribution of BMI was
nearly uniform across normal, overweight, and obese categories. About a third of the
respondents were of overweight with a BMI of 25 - <30 (32%), followed by one-third
who were normal weight with a BMI 18.5 - <25 (33%), and those who were obese with a
BMI of 30 or more (34%), and those who were classified as underweight with a BMI
<18.5 (2%).
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Table 19
Body Mass Index (BMI) of African American Women (N=260)
Characteristic n %
BMI
Underweight <18.5 4 1.5
Normal weight 18.5 - <25 86 33.1
Overweight 25 - <30 83 31.9
Obese >30 87 33.5
Total 260 100.0
Research Questions 4: What is the relationship between sociodemographics, dietary
patterns (as measured by the HPLP II Nutrition Subscale and the Healthy Eating
Scale) and exercise habits of African American women?
The relationship of sociodemographics and the dependent variables of diet and
exercise are shown in Table 20. Several sociodemographic variables were significantly
related to diet and exercise. Both the HPLP II Nutrition subscale and the Healthy Eating
Scale measured diet. Exercise was measured using the HPLP II Physical Activity
subscale. Education was positively associated to physical activity (r = .214, p=.001) and
diet as expressed by the HPLP II Nutrition subscale (r =.330, p<.001). Work status was
negatively associated with physical activity (r = -. 132, p=.033) and diet as expressed by
the HPLP II Nutrition Subscale (r = -. 126, p=.043).
In summary, the relationship of sociodemographics, dietary patterns, and exercise
habits show those individuals with higher education had better exercise habits and dietary
habits. It was also found that individuals who worked more, exercised less and had
106
Table 20
Correlations between Sociodemographics, Diet and Exercise (N=260)
HPLP Physical HPLP Nutrition Healthy Eating
Activity Score
Age -.029 .094 .069
Education .214** .330** .115
Work Status -. 132* -. 126* .013
Single .034 -.066 -.008
Divorced/Widowed -.055 .022 .003
Married .016 .043 .005
Number in Household
-.056 -.083 -.007
Income -.004 .079 .020
Religious Service
Attendance -.019 -.012 -.059
* p<.05, ** p<.01
poorer diets. The measure of diet in both instances was based on consuming the
recommended servings of the Food Guide Pyramid: 6 - 11 servings of bread, cereal, rice
and pasta each day; 2 - 4 servings of fruit each day; 3 - 4 servings of vegetables each
day; 2-3 servings of milk, yogurt, or cheese each day; and 2-3 servings from meat,
poultry, fish, and dried beans.
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Research Question 5: What is the interrelationship of spirituality,
sociodemographics, and BMI?
To answer this question, correlations within the category of spirituality and
sociodemographics were calculated.
Correlations of Spirtuality Variables
Tests of association are shown in Table 21. Using Pearson's correlations several
of the spirituality variables were found to be significantly correlated to one another. Self-
esteem was significantly correlated with stress management, interpersonal relations,
spiritual perspective scale, spiritual growth, and health responsibility (r =.397, p<.001; r
=.413, p<.001; r =.127, p=.041, r =.526, p<.001, and r =.425, p<.001). Stress
management was significantly correlated with interpersonal relations, SPS, spiritual
growth, and health responsibility (r =.492, p<.001; r =.273, p<.001, r =.603, p<.001, and r
=.488, p<.001). Interpersonal relations was significantly correlated with SPS, Spiritual
Growth, and Health Responsibility (r =.212, p<.001; r =.713, p<.001; r =.482, p<.001).
SPS was significantly correlated with spiritual growth and health responsibility (r =.262,
p<.001; r =.128, p=.038). Spiritual growth was significantly correlated with health
responsibility (r =.524, p<.001).
Tests of association are shown in Table 22. Using Pearson's correlations several
of the sociodemographic variables were found to be significantly correlated to one
another. The interrelationship of spirituality, sociodemographics and BMI are shown in
Table 23. Spirituality was significantly correlated to both sociodemographics and BMI.
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Table 21
Correlations Among Spirituality Variables (N=260)
Health SPS Spiritual Inter Stress Self
Respons. Growth Rel. Manage- Esteem
Health
Responsibility .128* .524** .482** .492** .425**
SPS .128* .262** .212** .273** .127*
Spiritual
Growth .524** .262* .713** .603** .526**
Interpersonal
Relations .482** .212** .713** .488** .413**
Stress
Management .492** .273** .603** .488** .397**
Self-
Esteem .425** .127* .526** .413** .397**
* p<.05, ** p<.01
For the sociodemographic parameters, age was positively associated with health
responsibility, SPS and stress management (r =.160, p=.010; r =.248, p<.001; r =.149,
p<.001). Education was positively associated with health responsibility, spiritual growth,
interpersonal relations, stress management, and self-esteem (r =.278, p<.001; r =.383,
p<.001; r =.347, p<.001; r =.140, p<.001; r =.209, p<.001). Work status was negatively
associated with stress management (r = -. 154, p =.013). Being single was negatively
associated with health responsibility and SPS (r = -.140, p =.024; r = -.226, p<.001).
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Table 23
Correlations between Spirituality, Sociodemographics and BMI (N=260)
Health SPS Spiritual Inter Stress Self
Respons. Growth Rel. Manage- Esteem
Age .160** .248** -.032 -.069 .149* .120
Education .278** .020 .383** .347** .140* .209**
Work Status .030 .117 -.072 -.048 -.154* -.078
Single -.140* -.226** -.028 -.039 -.118 -.047
Divorced/
Widowed .055 .069 -.044 -.132* -.035 .043
Married .086 .157* .066 .155* .145* .007
No. in
Household -.115 -.035 .011 -.012 .032 -.089
Income .331** .152* .209** .306** .121 .175**
Religious
Service
Attendance .091 .522** .055 .037 .103 .053
BMI -.066 .157* -.092 -.075 -.025 -.122*
* p<.05, **p<.O1
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Being divorced or widowed was negatively associated with interpersonal relations (r = -
.132, p=.033). Being married was positively associated with SPS, interpersonal relations
and stress management (r = .157, p=.011; r = .155, p=.012; r=.145, p =.019). Income was
positively associated with health responsibility, spiritual perspective scale, spiritual
growth, interpersonal relations, and self-esteem (r = .331, p<.001; r = .152, p =.014; r =
.209, p =.001; r = .306, p<.001; r = .175, p =.005). Religious service attendance was
positively associated with SPS (r = .522, p<.001). Anthropometry as measured by BMI
was positively associated with SPS (r = .157, p =.011) and negatively associated with
self-esteem (r = .122, p=.049).
In summary, persons who are older have better health responsibility, engage more
in spiritually related interactions, and have better stress management. Those individuals
with a higher education have better health responsibility, spiritual growth, interpersonal
relations, stress management, and self-esteem. Those individuals who work more often
have less stress management. Individuals who are single have less health responsibility,
and are less likely to engage in spiritually related activities. Those individuals who are
divorced or widowed have less emphasis on interpersonal relations. Persons who are
married engage in spiritually related interactions more, emphasize interpersonal relations,
and have better stress management. Individuals who have higher incomes have better
health responsibility, engage more frequently in spiritually related interactions, and have
better spiritual growth, interpersonal relations, and higher self-esteem. Those who
frequently attend religious services engage in spiritually related interactions. Those who
have higher BMIs engage in spiritually related interactions and have lower self-esteem.
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Research Question 6: What role does spirituality play in the lives of African
American women as it relates to their diet and exercise habits?
The relationship of spirituality and diet and exercise is shown in Table 24.
Spirituality was significantly correlated to diet and exercise. Health responsibility was
positively associated with physical activity and diet as expressed by both the HPLP II
Nutrition subscale and the Healthy Eating Scale (r = .294, p<.001; r = .451, p<.001; r =
.193, p=.002). Spiritual growth was positively associated to physical activity and diet as
expressed by both the HPLP II Nutrition subscale and the Healthy Eating Scale (r = .314,
p<.001; r = .428, p<.001; r = .158, p=.011). Interpersonal relations was positively
associated with physical activity, and diet as expressed by the HPLP II Nutrition subscale
(r = .215, p<.001; r = .339, p<.001). Stress management was positively associated with
physical activity and diet as expressed by both the HPLP II Nutrition subscale and the
Healthy Eating Scale (r = .488, p<.001; r = .539, p<.001; r = .264, p<.001). Self-esteem
was positively associated with physical activity and diet as expressed by both the HPLP
II Nutrition subscale and the Healthy Eating Scale (r = .139, p =.025; r = .224, p<.001; r
=.130, p=.036).
In summary, individuals with better health responsibility, higher spiritual growth,
stress management, and self-esteem also scored higher on the physical activity subscale
and had better diets as expressed by both the HPLP II Nutrition subscale scores and the
Healthy Eating Score. Those individuals with stronger interpersonal relations also scored
higher on the physical activity subscale and had better diets as expressed by the HPLP II
Nutrition subscale score.
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Table 24
Correlations between Spirituality, Diet and Exercise (N=260)
HPLP Physical HPLP Nutrition Healthy Eating
Activity Score
Health
Responsibility .294** .451** .193**
Spiritual Perspective
Scale .097 .098 -.025
Spiritual
Growth .314** .428** .158*
Interpersonal
Relations .215** .339** .099
Stress
Management .488** .539** .264**
Self
Esteem .139* .224** .130*
* p<.05, **p<.01
Research Questions 7: Which variables are the best predictors of a healthy diet (as
determined by scores from the HPLP II Nutrition Subscale and the Healthy Eating
Scale) and exercise patterns in African American women?
Hierarchical Regression
Hierarchical regression was employed to determine if the addition of information
regarding the independent variables of spirituality, sociodemographics, and BMI
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improved prediction of the health promoting behavior of diet as expressed by the HPLP II
Nutrition subscale.
The results (see Table 25) show that 15% of the variability of HPLP II Nutrition
was explained by sociodemographics, F (9,250) = 4.96, p<.001. Education was the most
significant sociodemographic predictor of diet, f = .34, p <.001. An additional 25% of
the variability of HPLP II Nutrition was explained by the spirituality variables, F
(6,244)=17.29, p<.001. The most significant predictors overall were stress
management, P = .42, p < .001, and health responsibility, p = .21, p<.001. When
allowing for marginal significance, self-esteem, P = -. 11, p=.066 was a predictor.
Hierarchical regression was employed to determine if the addition of information
regarding the independent variables of sociodemographics and spirituality improved
prediction of the health promoting behavior of exercise as expressed by the HPLP II
Physical Activity subscale.
The results (see Table 26) show that 7% of the variability of HPLP II Physical
Activity was explained by the sociodemographics, F (9,250) = 2.04, p<.036. Education
was the most significant sociodemographic predictor of physical activity, p = .21, p =
.003. An additional 22% of the variability of HPLP II Physical Activity was explained
by the spirituality variables, F (6,244)=12.94, p<.001. The most significant predictors
of physical activity overall were education, p3 = .14, p=.029, and stress management, p =
.49, p<.0 0 1 .
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Table 25
Hierarchical Regression of Sociodemographic, Anthropometry, and Spirituality
Variables on the Health Promoting Behavior of Diet as expressed by the HPLP II
Nutrition Subscale (N=260)
Characteristic Diet
P
Model 1
Age .110 .161
Education .336 <.001***
Work Status -. 121 .051
Single -.082 .329
Divorced/Widowed -.001 .983
Number in Household .001 .990
Income .020 .783
Religious Service Attendance -.005 .936
BMI -.089 .157
R 2=.151, F(9,250) = 4.96, p<.001
Model 2
Age .048 .490
Education .231 <.001***
Work Status -.042 .442
Single -.040 .582
Divorced/Widowed .028 .638
Number in Household -.010 .859
Income -.059 .357
Religious Service Attendance -.018 .781
BMI -.054 .320
Self-Esteem -.113 .066
Stress Management .418 <.001***
Interpersonal Relations -.019 .806
Spiritual Perspective Scale -.042 .500
Spiritual Growth .065 .451
Health Responsibility .214 .001***
R2=.405, F(6,244)= 17.29, p<.001
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Table 26
Hierarchical Regression of Sociodemographic and Spirituality Variables on the
Health Promoting Behavior of Physical Activity as expressed by the HPLP II
Physical Activity Subscale (N=260)
Characteristic Physical Activity
Q P
Model 1
Age -.013 .878
Education .205 .003**
Work Status -. 125 .054
Single -.051 .561
Divorced/Widowed -.055 .450
Number in Household -.013 .853
Income -.029 .696
Religious Service Attendance .048 .501
BMI -.073 .266
R2=.068, F(9,250) = 2.04, p =.036
Model 2
Age -.092 .225
Education .141 .029**
Work Status -.054 .365
Single -.017 .827
Divorced/Widowed -.023 .727
Number in Household -.040 .532
Income -.054 .441
Religious Service Attendance .009 .900
BMI -.038 .519
Self-Esteem -.101 .133
Stress Management .492 <.001***
Interpersonal Relations -. 109 .187
Spiritual Perspective Scale .005 .936
Spiritual Growth .030 .750
Health Responsibility .118 .104
R2=.293, F(6,244)= 12.94, p<.001
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Hierarchical regression was employed to determine if the addition of information
regarding the independent variables of sociodemographics and the moderating variables
of spirituality improved prediction of the healthy eating scale.
The results (see Table 27) show that 3% of the variability of the Healthy Eating
Scale was explained by the sociodemographic, F (9,250)=0.96, p<.475. An additional
7% of the variability of Healthy Eating Scale was explained by the spirituality variables,
F (6,244)=3.39, p<.003. Stress management was the most significant predictor of the
healthy eating scale, P = .28, p=.001.
Canonical Correlations
A canonical correlation analysis was performed between a set of health promoting
behavior variables and the set of sociodemographic, BMI, and spirituality variables. The
health promoting behavior set included nutrition, healthy eating scale, and physical
activity. The sociodemographic, BMI, and spirituality variables included age,
education, work status, marital status, number in household, income, religious service
attendance, BMI, self-esteem, spiritual growth, interpersonal relations, stress
management, health responsibility, and spiritual perspective scale.
One canonical correlation was statistically significant, r = .67, F(45,720) = 4.07,
p<.001. Data on the pair of canonical variates appear in Table 28. Shown in the table are
correlations between the variables and the canonical variates, standardized
canonical variate coefficients, with-in-set variance accounted for by the canonical
variates (percent of variance), redundancies, and canonical correlations. Total percent of
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Table 27
Hierarchical Regression of Sociodemographic and Spirituality Variables on the
Healthy Eating Scale (N=260)
Characteristic Healthy Eating Scale
1 p
Model 1
Age .157 .061
Education .127 .067
Work Status .032 .628
Single .038 .669
Divorced/Widowed .007 .920
Number in Household .052 .464
Income -.004 .959
Religious Service Attendance -.078 .283
BMI -.056 .403
R2=.033, F(9,250) = 0.96, p =.475
Model 2
Age .106 .209
Education .096 .183
Work Status .087 .192
Single .044 .620
Divorced/Widowed .015 .843
Number in Household .038 .591
Income -.039 .618
Religious Service Attendance -.050 .530
BMI -.030 .649
Self-Esteem .010 .890
Stress Management .278 .001**
Interpersonal Relations -.057 .541
Spiritual Perspective Scale -.090 .238
Spiritual Growth -.009 .935
Health Responsibility .075 .355
R2=.108, F(6,244) = 3.39, p =.003
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Table 28
Correlations, Standardized Canonical Coefficients, Canonical Correlations,
Percents of Variance, and Redundancies between Measures of Health Promoting
Behaviors and Independent and Moderating Variables.
First Canonical Variate
Correlation Coefficient
Measures of Health Promoting Behaviors
Nutrition .95 -.75
Healthy Eating Scale .42 .01
Physical Activity .79 -.38
Percent of Variance .56
Redundancy .25
Sociodemographics, Anthropometry & Spirituality
Age .09 .00
Education .49 -.34
Work Status -.22 .08
Single -.05 .06
Divorced/Widowed -.01 -.02
Number in Household -. 13 .03
Income .09 .10
Religious Service Attendance -.02 .02
BMI -.15 .08
Self-Esteem .33 .18
Spiritual Growth .66 -.09
Interpersonal Relations .50 .08
Stress Management .88 -.74
Health Responsibility .67 -.31
Spiritual Perspective Scale .17 .04
Percent of Variance .07
Redundancy .16
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variance (.56) and total redundancy (.25) indicate that the correlation between the first
pair of variables is very good (.67).
The significant pair of canonical variables indicated that those individuals with
good nutrition (.95), increased physical activity (.79), and healthy eating (.42) had better
stress management (.88), better health responsibility (.67), higher spiritual growth (.66),
better interpersonal relations (.50), more education (.49), and higher self-esteem (.33).
The canonical variate pair extracted 56% of the variance of the health promoting
behavior variables from the sociodemographic, anthropometry, and spirituality variables.
OTHER RESULTS
Health Promoting Life-Style Profile II
Table 29 summarizes descriptive statistics for the health promoting lifestyle
profile total scale and subscales of health responsibility, physical activity, nutrition,
spiritual growth, interpersonal relations, and stress management. The overall HPLP
IIscale was 2.66 on a 4-point scale, with a range of 1.71 - 3.94, indicating that, on
average, behaviors occurred more than "sometimes" (2), but less than "often" (3). The
means of the subscales were health responsibility = 2.57, physical activity = 2.11,
nutrition = 2.40, spiritual growth = 3.22, interpersonal relations = 3.08, and stress
management = 2.52.
Cronbach's alpha for the overall HPLP II Scale was 0.93. The Cronbach's alpha for the
subscales were health responsibility = 0.81, physical activity = 0.85, nutrition = 0.79,
spiritual growth = 0.84, interpersonal relations = 0.79, and stress management = 0.77.
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Table 29
Descriptive Statistics for Health Promoting Lifestyle Profile Total Scale and
Subscales (N=260)
Cronbach's
Scale Mean SD Range Alpha
Total HPLP 2.66 .42 1.71 - 3.94 .93
Health Responsibility 2.57 .59 1.22 - 4.00 .81
Physical Activity 2.11 .66 1.00- 4.00 .85
Nutrition 2.40 .57 1.00 - 3.78 .79
Spiritual Growth 3.22 .51 1.89 - 4.00 .84
Interpersonal
Relations 3.08 .50 1.89 - 4.00 .79
Stress Management 2.52 .56 1.25 - 4.00 .77
Cronbach's alpha =.94
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CHAPTER V
DISCUSSION
The current study afforded an opportunity to investigate the spirituality of African
American women as it relates to their health promoting behaviors of diet and exercise.
Study participants were African American women residing in Central and South Florida
(Orlando, West Palm Beach, and Miami). The data from the study was used to answer
the questions on whether spirituality is related to the health promoting behaviors of diet
and exercise habits of African American women. The study also explored the
relationship of sociodemographics, BMI, and spirituality variables of these African
American women.
This descriptive cross-sectional correlational study collected sociodemographic,
anthropometric (self-reported height and weight), dietary, exercise, and spirituality data
to answer the two primary questions of the study: What is the role of spirituality in
impacting the health promoting behaviors (diet and exercise) of African American
women? Of the independent variables of spirituality, sociodemographics, and BMI,
which are the best predictors of diet and exercise?
Research Question 1: What are the sociodemographic characteristics of study
participants?
The participants were from all income levels, with the largest percentage of the
participants (27%) having a household income over $60,000. The majority of the
participants in this study had some college degree, vocational degree, or had attended
some college (87%). This is very representative of what is usually found in Black
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churches. Black churches used in other studies also tended to have a mixture of
individuals at all income levels, and all educational levels (Smith, 1989; Reniscow et al.,
2001). Census data maps used to determine prominent residential areas of African
Americans did not include educational or income levels, only ethnicity of the residents
(homer.ssd.census.gov., Accessed 11/07/00). However, this income level is well below
the Florida household income for 1999 where 37.6% earned more than $50,000
(http://factfinder.census.gov/servlet/, Accessed 6/18/03).
The high income and educational levels of the participants coincides with the
interest often shown by this subset of the church-going population in educational and
health seminars. Additionally, African American women who participate in social
groups such as sororities, because of the costs involved, are usually of higher income
groups.
Religion
The majority of people of African descent residing in the South are of a Baptist
religion following. In the present study, 65% of the participants considered themselves
Baptist. Most people of African descent feel that religion is an integral part of their
identity. In the present study, most respondents attended religious services more than
once a week (46%). Only 3% of the participants have never attended religious services,
and only 7% attend religious services rarely. For the most part, 90% of the women who
participated in this study attend religious services at least occasionally.
Data were collected on attendance of religious services to determine the
relationship of this variable with other independent and dependent variables.
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Noteworthy, at this point in a descriptive discussion, is that attendance at some place of
worship or membership in some community group is essential for the women in this
study.
Strawbridge et al. (2001) looked at religious attendance and increasing good
health behaviors. Strawbridge et al. found that religious attendance was associated with
improved mental health and possibly with maintaining good mental health. Strawbridge
et al. also purports that frequent attendees of religious services evidence a higher
prevalence of good health behaviors and higher levels of social involvement (Strawbridge
et al., 2001). Rojas (1996) postulated that high levels of spiritual well-being and frequent
church attendance allow low-income Hispanic women to cope with the stresses of
poverty and remain essentially healthy (Rojas, 1996). Other research shows that positive
relationships between religious involvement and health have been found in many areas,
(Levin et al., 1994; Levin, 1994) including self-ratings of health (Levin et al., 1993),
long-term well-being and life satisfaction, (Levin et al., 1995; Levin et al., 1996), and
psychological well-being (Levin & Chatters, 1998).
The present study has tried to differentiate between religiosity and spirituality,
noting the latter is represented by connectedness with self, others, and the environment.
However, since accessing this population is important for any health intervention,
churches could be an ideal venue, not because of the religious focus, but as a trusted
meeting place.
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BMI
The rates of chronic disease in the United States are higher among ethnic
minorities. This increased prevalence is usually seen mostly in African American
women. Obesity tends to be the precursor to many of the other chronic diseases (e.g.,
hypertension, diabetes, coronary heart disease). Despite evidence that body weight is
generally inversely correlated to educational level and socioeconomic status, obesity
appears to be common in African Americans of all education and socioeconomical status
levels (Melnyk & Weinstein, 1994). In the present study population, 66% were either
overweight or obese. These results are similar to the NHANES 1999 - 2000 findings,
which indicate that 64% of the total U.S. adult population is either overweight or obese
(NCHS, accessed 3/17/03). Several studies have found Black women to be at increased
risk of both overweight and obesity (Smith, 1989; Kumanyika & Charleston, 1992;
Anderson et al., 2002; Flegal et al., 2002; and Freedman et al., 2002). The majority of
these studies found that Black women are overweight and obese despite the fact that they
are more educated and live at a higher SES level. These women were also church-going
Black women (Lewis & Green, 2000; Reniscow et al., 2001). The findings of these
studies were similar to the findings in the present research study.
Research Question 2: How do African American women score on the various
spirituality subscales?
In the present study, Burkhardt's Model of Spirituality provided the theoretical
framework. It addresses spirituality in three areas which are connectedness with self,
others, and the environment.
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Connectedness with self, measures of self-esteem and spiritual growth,
determined the spiritual views of these women and their feelings of self-worth. The
women scored low on the Rosenberg Self-Esteem Scale with a mean score of 2.43 out of
4. On the HPLP II Spiritual Growth subscale, the mean score was 3.22+.51; this
indicated that these women feel connected with a force greater than themselves, have a
sense of purpose in life, and are seeking personal development.
For connectedness with others, which was measured using HPLP II Stress
Management, the women's mean score was 2.52 .56; also, for the HPLP II Interpersonal
Relations, the women's mean score was 3.08+.50 out of 4. Connectedness with others
measures if these women connect with others, including family, friends, social groups,
and churches. The mean score for stress management in this group of women show that
they do recognize stressful situations, and that they act to confront these and achieve
some sense of relaxation. The mean score on interpersonal relationships in this group of
women indicate that they maintain relationships that involve a sense of closeness and
intimacy.
For connectedness with the environment which was measured using the Spiritual
Perspective Scale and HPLP II Health Responsibility subscale, showed if these women
considered themselves having a sense of reflection and harmony in their lives. For the
Spiritual Perspective Scale, these women had a mean score of 5.48 out of 6, which
indicates that they are engaged in spiritually related interactions and that they had
spiritual connections when making decisions in their lives. For the HPLP II Health
Responsibility subscale, these women had a mean score of 2.57+.59 out of 4; in essence,
these women do feel that they are somewhat responsible for their health.
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Other studies have used the HPLP II instrument to operationalize spirituality,
while this instrument used four measures of the HPLP II Scale (Spiritual Growth, Stress
Management, Interpersonal Relations, and Health Responsibility) along with two other
additional instruments, the Rosenberg Self-Esteem Scale, and the Spiritual Perspective
Scale. These additional scales and the exclusion of the HPLP II Nutrition and HPLP II
Physical Activity made this research unique. In previous research, it had been
conjectured that using health responsibility, spiritual growth, and interpersonal relations
reflect the multidimensional definition for spiritual health (Waite et al., 1999). The
present study used an all encompassing definition of spirituality of connectedness with
self, others, and the environment, thereby making the addition of other questionnaires
imperative to the understanding of the concept of spirituality.
For this discussion section, a comparison of the four subscales (Spiritual Growth,
Interpersonal Relations, Stress Management, and Health Responsibility) for women in the
present study with other research is presented. The HPLP II was used in a study by
Waite et al. (1999).
The Waite et al. (1999) sample was 55% female, and 85% White, and showed that
individuals had the following mean scores on the spiritual growth (2.92 0.53),
interpersonal relations (2.81 0.49), stress management (2.38 0.49), and health
responsibility (2.00 + 0.52) scales. The women in the present study scored higher on all
four subscales with mean scores for spiritual growth (3.22 0.51), interpersonal relations
(3.08 0.50), stress management (2.52 0.56), and health responsibility (2.57 + 0.59)
respectively. The reason why the participants of the present study demonstrated higher
spirituality could be due to the fact that they are women and that they are African
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American. This gives further credence to providing gender- and cultural- specific
intervention tools that incorporate a spiritual base.
Next, it is important to see how well these women scored on the Spiritual
Perspective Scale (SPS) and to compare these means with other studies. Tuck, (1997)
found that study participants had a mean score of 5.334 on the SPS, which is a measure
of one's spiritual perspective. The study was done on a convenience sample of 50
registered nurses employed in long-term public mental health facilities. The sample was
88% female and 94% Caucasian. The present study participants had a mean score of
5.48, which indicates that their spiritual perspective were higher than the women in the
aforementioned study.
Other scores on the SPS include a study by Reed (1986) of nurses working with
the terminally ill, which reported a mean score of 4.13 + 1.28. In another study by Reed
(1991), SPS was reported for nurses caring for selected populations: terminally ill clients,
m = 4.530; nonterminally ill hospitalized clients, m=4.157; and healthy nonhospitalized
adults, m=4.160. All of the means from these previous studies are well below the means
score of the present study of 5.48. Reed (1986) showed that individuals who are
terminally ill had higher SPS scores, while in the present study it was not known if any of
the participants were terminally ill. Healthy nonhospitalized patients in Reed's (1991)
study scored lower compared to the healthy nonhospitalized patients in the present study,
who scored 5.48.
The SPS measures a more traditional definition of spirituality in that it
incorporates feeling very close to God or a "higher power." This group of African
American women demonstrates spirituality based on Burkhardt's model, but also
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demonstrates some of the traditional behaviors of spirituality. The SPS did not correlate
in the overall model that predicted health promoting behaviors in this group of women;
this could be explained by the fact that the majority of women in the study scored high on
this scale. Therefore, the lack of variability in the results of this measure was not useful
in predicting their success in health promoting behaviors.
Pullen et al. (1996) found that SPS scores differ for men and women with men
scoring slightly lower (m=4.733), as compared to women (m=5.429). The score for
women is similar to scores in the present study (m= 5.48). This indicates that for women
in the present study, they were similar in their spiritual perspectives as women in the
study by Pullen et al. (1996). Overall, African American women in the present study are
very spiritual, scoring high on the SPS (m=5.48) and scoring higher on other measures of
the Burkhardt.
Research Question 3: What is the relationship among dietary intakes, exercise
habits, and BMI of African American women?
In the present study, when using a simple test of association, there were no
significant correlations between BMI and the diet and exercise habits of the participants.
Kayrooz (1998) conducted the "Living in God's Healthy Temple (LIGHT Way)" study in
East Baltimore with 26 churches randomly selected from a list of 240 churches . The
purpose of the study was to determine the fat intake of this predominantly African
American population. Obesity is defined as a BMI value > 27.3 for women, which
approximates 120% of desirable weight and has been used by the National Institutes of
Health as a reference for defining obesity. Kayrooz et al. (1998) found that 61% of the
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African American women in his study were obese, their mean cholesterol intake was
212.6 49.5, and 82.3% had high school or some college education.
In the present study, 34% of the respondents were obese (a BMI greater than 30),
had a mean cholesterol intake of 173.67 + 122.21, 36.1% graduated from high school or
attended college, and 62.7% graduated from college. Also, in the present study,
participants had almost half the obesity rates of the LIGHT Way study; however, this
could be explained by the difference in cut-points for obesity that were used. The present
study revealed one third of the participants as overweight, in addition, one third were
obese. The cholesterol intakes reported in the present study were much lower than the
LIGHT Way study. The educational levels of the women in the present study were much
higher compared to those in the LIGHT Way study. The decreased cholesterol intake and
decreased obesity could be due to the increased education in this group of African
American women or the lower socioeconomic status of East Baltimore as compared to
the targeted Florida regions.
Women in both studies tend to choose foods that are high in fat; this is probably
due to long-standing cultural food traditions of African Americans. These food
preferences could also be associated with inadequate knowledge about the sources of
dietary fat and cholesterol. Choosing foods high in fat and cholesterol only increases
these women's prevalence of obesity. When looking at current trends of the NHANES II,
NHANES III, and the NHANES 1999-2000, we see that the trend of obesity is steadily
increasing (Flegal et al., 2002).
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Research Question 4: What is the relationship between sociodemographics, dietary
patterns (as measured by the HPLP II Nutrition Subscale and the Healthy Eating
Scale) and exercise habits of African American women?
Diet
Decreasing Americans' intake of fat and saturated fat is a national health priority
(DHHS, 2000; DHHS, 2010). When comparing percentage of total fat and saturated fat
intakes, Kayrooz (1998), "Living in God's Healthy Temple (LIGHT Way)," found that
based on the NHANES III data, the average fat intake was 33.9% and for saturated fat,
11.9%. In the present study, the average fat intake was 35%, which does fall in range
with those percentages found in the NHANES III data. These averages are 5% more than
the U.S. Dietary Guideline of less than 30% of calories from total fat. The present study
also found that the average saturated fat intake for these women was 12%, which is
almost the same as the percentages found in the NHANES III data and only 2% above the
current U.S. Dietary Guideline of less than 10% of total fat from saturated fat. The
women in the present study do not meet the recommended less than 30% calories from
fat, and less than 10% of total fat from saturated fat. However, the Acceptable
Macronutrient Distribution Ranges (AMDR) for fat is 20-35%, published by the Institute
of Medicine (2002) for Dietary Reference Intakes.
Increasing Americans' intake of fruits and vegetables is a national health priority
(Havas et al., 1995; DHHS, 2000; DHHS, 2010; Reniscow et al., 2001). Thompson et al.
(1999) examined baseline rates of fruit and vegetable consumption among adults in the 5-
A-Day research trials in order to identify any regional and sociodemographic differences
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associated with daily servings (Thompson et al., 1999). Thompson (1999) found that for
all individuals 30 and younger, their mean fruit and vegetable consumption was 3.7
servings per day, for those individuals 50 and older, their mean fruit and vegetable
consumption was 3.7, and for those between 30 and 49 years old, their mean
consumption was 3.4 servings. Thompson et al. (1999) also examined the fruit and
vegetable intake of adult members of 50 rural Black churches in North Carolina and
found that their mean daily servings of fruits were 2.1, their mean daily servings of
vegetables were 1.5, and their mean daily servings of fruits and vegetables were 3.5. For
the African American respondents in this study, the mean daily fruit and vegetable intake
was 3.66. The present study found that for study participants, their mean vegetable
intake was 3.31 + 3.003 and for fruit intake it was 1.34 0.997. When compared to the
aforementioned study, the present study participants consumed less fruits and more
vegetables.
When Thompson (1999) examined fruit and vegetable intakes across level of
education, another sociodemographic characteristic, consumption rates were as follows:
college graduates consumed 3.9 servings, those with some college consumed 3.5
servings, and those with some high school or were high school graduates consumed 3.4
servings. This implies that fruit and vegetable intake is directly related to educational
attainment, meaning that as education increased, fruit and vegetable intake increased.
This was also evident in the present study, women at higher educational levels scored
higher on the HPLP II Nutrition subscale and had higher scores on the Healthy Eating
Index.
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Currently, the average number of fruit and vegetable servings Americans eat has
increased a half serving between 1989 and 1996, but only 23% eat the recommended two
to three servings of fruit and only 41% eat the recommended three to five servings of
vegetables each day (www.gao.gov, Accessed 09-30-02).
For the participants in the present study, many are meeting the recommended
three to five servings of vegetables with a mean of 3.31 + 3.003, but they are not meeting
the recommended two to three servings of fruit with a mean of 1.34 + 0.997.
One study of Black churches by Reniscow et al. (2001) examined the "Eat for
Life" program, which is a multicomponent intervention designed to increase fruit and
vegetable consumption among African Americans that was delivered through Black
churches. This program showed increased fruit and vegetable consumption among
African American church goers when motivational interviews were used. Motivational
interviewing appears to be a promising strategy for modifying dietary behavior; Black
churches are an excellent setting to implement and evaluate health promoting programs
(Reniscow et al., 2001).
The fact that African American church goers show increased fruit and vegetable
consumption has implications for utilizing nutrition education to increase fruit and
vegetable intake in this group of women which focuses on their spirituality. Women who
have a strong spiritual base may be more attentive to nutrition education that designates
that they are treating their bodies well by consuming adequate fruits and vegetables. This
is directly related to their spirituality and that they have some connection with life and
nature.
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Calcium intake was another area of deficiency in the diet of African American
study participants. The average number of servings of dairy products was less than one
per day (0.8) with a mean intake for calcium of 507 mg. This is clearly below the U.S.
Dietary Guideline (2000) of 2-3 servings of dairy products and the Dietary Reference
Intake (DRI) of 1000-1200 mg for these age groups (Institute of Medicine, 1999). The
health consequences of low calcium intake include a 10% incidence of osteoporosis in
African American women (Institute of Medicine, 1999). Calcium intake has been
associated with reduction in hypertension with Dietary Approaches to Stop Hypertension
(DASH) (Sacks et al., 2001) and was reinforced in the Seventh Report of the Joint
National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood
Pressure (Chobanian et al., 2003).
Exercise
The study by Ahijevych and Bernard (1994) found physical activity scores of 1.95
+ .65 compared to the present study where scores were 2.11 +.66, which may indicate
that the African American women in the present study tended to be somewhat more
active than those in the aforementioned study. Physical activity for these African
American women indicates that they answered "more than sometimes" and "less than
often" to: follow a planned exercise program, exercise vigorously for 20 or more minutes
at least three times a week, take part in light to moderate physical activity, take part in
leisure-time physical activities, do stretching exercises at least 3 times per week, get
exercise during usual daily activities, check pulse rate when exercising, and reach target
heart rate when exercising. Since these women did not answer questions on duration and
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type of exercise and only the HPLP II Physical Activity Score was used, it can be
concluded that for the most part these women are somewhat more active.
Brady and Nies (1999) found that African American women living at increased
poverty levels actually had higher exercise levels 2.30 +.77 when compared to those with
decreased poverty levels 1.72 .76. For all women in the Brady and Nies study, the
mean for exercise was 2.05 +.81. The women in the present study had a mean for
exercise of 2.11 +.66. This indicates that the women in the present study were somewhat
physically active. The five-item scale based on self-reported exercise behaviors were
ranked as 1 (never), 2 (sometimes), 3 (often), and 4 (always). Thus, even if these women
never exercised, their mean score would be 1.0. The women in the present study yielded
a mean score of 2.11, which means they exercised sometimes. As in the Brady and Nies
study and in the present study, specific prescriptions for exercise need to be developed
that are culturally specific, practical., and inexpensive; this may increase physical activity
in this group of women (Brady & Nies, 1999). The participants in the present study
scored lowest on the subscale of physical activity compared to all other subscales on the
HPLP II. A study by Ford et al. (2001) examined achieving a healthy lifestyle among
Americans. The study states that Americans still have a long way to go and although
there has been success in improving some lifestyle parameters, progress has been
minimal in increasing fruit and vegetable intakes (Ford et al., 2001), moreover, there has
been little progress in increasing physical activity. Although participants in this study
score higher when compared to some of the aforementioned studies, they still are not
where they should be. Prevalence of obesity is increasing, more specifically in ethnic
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minorities; it is likely that it is directly related to decreased physical activity in this group
of women, but also contributed to poor food choices and increased kilocalories.
A study by Ford et al.(2001) analyzed four healthy lifestyle characteristics. The
lifestyle characteristics reviewed were smoking, moderate or vigorous physical activity,
consuming greater than five fruit and vegetables, and being at a normal weight. The
study found that only 6.8% of the U.S. population reflected all four healthy factors.
Participants 65 and older were more likely to reflect all four healthy lifestyle factors
when compared to younger participants. In this study, 37% of African American women
were at a normal weight, compared to the present study in which 33% were at a normal
weight. The dissertation results were slightly lower than the Ford et al. study.
Research Question 5: What is the interrelationship of spirituality,
sociodemographics, and BMI?
The findings indicate that several of the sociodemographic variables were
positively associated with the components of spirituality as defined by Burkhardt. For
example, income and education were related to several of the constructs measured by the
HPLP II. Age and being married also positively correlated with three of the spiritual
components. Self-esteem was positively correlated with income and education, but
negatively associated with BMI.
Spirituality is often difficult to define (Musgrave et al., 2002); for the purposes of
this study, spirituality incorporates Burkhardt's Theory of Spiritual Interconnectedness,
which includes connectedness with self, others, and the environment. The measures of
spirituality are self-esteem, spiritual growth, interpersonal relations, stress management,
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health responsibility, and the Spiritual Perspective Scale. Specifically, connectedness
with self is measured by self-esteem and spiritual growth; connectedness with others is
measured by interpersonal relations and stress management; and connectedness with the
environment is measured by health responsibility and spiritual perspective scale.
In analyzing previously published research, Faith et al. (1998) found that in three
of the four studies, there were no significant correlations of relative body weight and self-
esteem. Understanding the association between relative body weight and self-esteem is
important for several reasons. First, the high prevalence of obesity in the African
American population in and of itself speaks to the importance of understanding the
psychological implications of elevated body weight (Faith et al., 1998). Second, it has
been conjectured that African American women may be accepting of and hence prone
toward obesity because it is less central to their self-esteem, however, it is a major risk
factor (Faith et al., 1998; Allison et al., 1997; Flynn & Fitzgibbon, 1998; Gore, 1999;
Anderson et al., 2002). Therefore, issues of self-esteem, overweight and obesity are
essential to understanding this population. Although the present study had a negative
correlation of BMI and self-esteem, it was a relatively weak correlation (-.122)
accounting for only 1% of the variance (r). The BMI measures a ratio of weight to
height, which when classified according to current guidelines can mislabel an individual
with large bone structure or muscle mass as overweight (Janssen et al., 2002).
Anderson et al. (2002) found in a national survey of overweight and obese women
trying to lose weight that women who were non-Hispanic Black were more likely to
express satisfaction with their body weight compared to non-Hispanic White women.
The study had similar findings, to other research, which indicated that Black women are
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more likely than non-Hispanic White women to express satisfaction with their body size
(Flynn & Fitzgibbon, 1998; Anderson et al., 2002). It is important to realize that African
American women often define obesity in terms of their culture (Gore, 1999). The
cultural context in which these definitions were explained was in reference to historical
influences on family from the time of slavery to present views of "weight." Being
overweight in the African culture usually was a sign of prosperity in slavery times and
this may have been translated from generation to generation. Views about weight and
body size, eating patterns, and attitudes toward food were passed from generation to
generation (Gore, 1999).
Previous research has established that African American women still have better
self-esteem in the presence of overweight and obesity suggesting interventions should
focus not on weight loss, but on the adoption of health promoting behaviors. The women
in this present study experienced lower self-esteem in the presence of overweight and
obesity. This is an important issue that needs further investigation. It is possible that the
higher educational level of subjects in the present study modifies their self concept
compared to African American women in previous studies. Regardless, based on the
findings of this study, self-esteem cannot be ignored as a factor in the adoption of health
promoting behaviors.
Some other measures that are pertinent to the understanding of spirituality are
health responsibility, spiritual growth, and interpersonal relations. Jefferson et al. (2000)
found a mean score on HPLP II health responsibility of 2.59 +.59, HPLP II Spiritual
Growth of 2.96 +.59, and HPLP II Interpersonal relations of 2.95 + .53 compared to the
current study that found the mean scores of 2.57 + .59, 3.22 +.51, and 3.08 +.50,
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respectively. The scores on health responsibility in the study by Jefferson (Jefferson et
al., 2000) were similar to those found in the present study. However, the women in the
present study scored higher on Spiritual Growth and Interpersonal Relations.
Ahijevych and Bernard (1994) explored some other measures of spirituality and
found scores on HPLP II Interpersonal Relations to be 2.90 +.59, which were very
similar to the findings in the present study. The present study found interpersonal
relations scores of 3.08 + .50 with a range of 1.89 - 4.00. Interpersonal relations are
important because it usually answers the questions whether individuals discuss issues
with persons close to them. Interpersonal relations are major indicators of how
individuals are handling the daily stresses of life.
It is important to note that for health responsibility, the participants scored lowest
on attending educational programs on personal health care. The respondents' mean score
was more than "never" and less than "sometimes." This means that, typically,
respondents do not attend education programs on personal health care. However, in the
present study, for two of the three churches, the numbers in attendance were very high,
perhaps due to the session's unique focus. At Macedonia Missionary Baptist, the average
attendance at the Intermediate Women's Study group was 40. For this program
advertised as "Spirituality and Your Health," there were 100 women in attendance, and
79 women completed questionnaires. At Bethel Full Gospel Baptist Church, the WISE
Women's Group usually has an average of 25 women in attendance, but when this was
advertised 67 women were in attendance, and a total of 47 women completed
questionnaires. At Macedonia Missionary Baptist Church the majority of women
participated with only about 21 women not filling out questionnaires. At Bethel Full
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Gospel Baptist Church 20 women did not fill out the questionnaires. This speaks to the
fact that Black women are looking to their church as a place of support and a place of
significant health care resources (Smith, 1989; Eng, 1993; Yanek et al., 2001).
For the women's social groups, the regular numbers of women attended both
meetings as well as the advertised meeting on "Spirituality and Your Health." The
majority of women who attended women's social groups reported high levels of church
attendance. This could be explained by the fact that women in Black churches want to
know more about their spirituality and how it is linked to their health promoting
behaviors of diet and exercise, hence, their increased attendance at such events. The
advertisement of this event could also explain the increased attendance at such events.
The events were advertised in church newsletters, on the marquis and visual
announcement boards at churches, and from the pulpit by the Pastors of the churches.
The advertisement of this event was done in newsletters to members and also announced
by the leaders of the social group, one month prior to the meetings.
On the HPLP II Spiritual Growth, the mean score for "feel connected with some
force greater than myself' is the highest reported item on all HPLP II scale (3.52). This
is similar to the response to the question on the SPS, "I frequently felt very close to God
or a 'higher power' in prayer, during public worship, or at important moments in my
daily life" in which individuals responded a mean of 5.63 out of 6. This indicates that
individuals either agreed or strongly agreed with the aforementioned statement. HPLP II
Spiritual Growth and SPS were correlated (p<.01). Spirituality on one hand means an
inner quality that facilitates connectedness with the self, other people, and nature. On the
other hand, the traditional definition involves one's acknowledgement of and relationship
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with a Supreme Being (Musgrave et al., 2002). Scoring high on the previously
mentioned question on the HPLP II Spiritual Growth and on the aforementioned question
on the SPS could mean for women of color, it appears, that the latter definition is more
appropriate. These findings are similar to findings found by Musgrave et al. (2002).
Musgrave found that women of color accept a more traditional definition, "spirituality is
often defined as a basic or inherent quality in all humans that involves a belief in
something greater than the self and a faith that positively affirms life" (Musgrave et al.,
2002).
Women's spirituality may significantly influence what they think and believe.
Further, spirituality is associated with positive health outcomes for women. The
relationship of spirituality and health could provide an important perspective for public
health interventions (Musgrave et al., 2002).
Research Question 6: What role does spirituality play in the lives of African
American women as it relates to their diet and exercise habits?
There were several significant correlations between spirituality and diet and
exercise habits of African American women in the present study. Health responsibility
was positively correlated with physical activity and diet as expressed by the nutrition
subscale and the Healthy Eating Score. Spiritual growth and stress management were
also positively associated with diet and exercise.
A study by Jefferson et al. (2000) found that African American women who were
diabetic, responding to the HPLP II had the highest mean scores in spiritual growth (2.96
+ 0.59), interpersonal relations (2.95 0.53), and health responsibility (2.59 0.59).
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Lower mean scores were obtained in stress management (2.33 + 0.50) and nutrition (2.31
+ 0.54). The lowest mean scores in Jefferson et al. were seen in physical activity (1.92
0.42). The present study found physical activity scores of 2.11 +.66, which were also the
lowest mean scores for this group of women.
Research Question 7: Of the independent variables of spirituality,
sociodemographics, and BMI, which are the best predictors of a healthy diet (as
determined by scores from the HPLP II Nutrition Subscale and the Healthy Eating
Scale) and exercise patterns in African American women?
When identifying the "best predictors," initially each dependent variable was
examined using Hierarchical Regression. Predictors varied per variable. Diet as
measured by the HPLP II Nutrition subscale was significantly associated with education,
stress management, and health responsibility. Several research studies found that stress
management and health responsibility were significantly correlated. Physical activity as
measured by the HPLP II Physical Activity subscale was significantly associated with
education and stress management. Diet as measured by the Health Eating Scale was
significantly associated with stress management.
A more holistic look uses the canonical correlations. The variables that seem to
be good predictors of diet and exercise in African Americans were the following:
individuals with good nutrition, increased physical activity, and healthy eating had higher
levels of stress management, better health responsibility, higher spiritual growth, better
interpersonal relations, more education, and higher self-esteem. It is important to note
that most of the items that these women scored higher on were items that were identified
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as spiritual. Five of the six items identified in the definition of spirituality were
significant in this canonical correlation.
From this analysis, health promoting behavior intervention protocols should focus
on ways to improve the stress management, health responsibility, spiritual growth,
interpersonal relations, and self-esteem of participants along with a message of diet and
exercise. The educational attainment of the participants in this study also played a role in
their success. However, it was not the single most important predictor of achieving
health promoting behaviors.
Summary
The first analysis showed the following simple associations: Education was
associated with HPLP II Physical Activity; and Stress Management was associated with
HPLP II Nutrition, Healthy Eating Scale (HES), and HPLP Physical Activity.
The second level of analysis was multiple regression analysis of HPLP II Physical
Activity, HPLP II Nutrition, and Healthy Eating Scale. Education was an important
predictor for HPLP II Nutrition and HPLP II Physical Activity. Stress management
continued as a strong predictor for all three measures of dependent variables. Health
responsibility was mainly a predictor for HPLP II Nutrition.
The final picture was drawn from the canonical correlation analysis that analyzed
all three dependent variables (HPLP II Nutrition, Health Eating Scale, and HPLP II
Physical Activity) together as a set. All sociodemographic, BMI, and spirituality
variables were combined together as the second canonical set. Fifty-six percent of the
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variance of the dependent variables was accounted for in the first canonical correlation.
Of the six most important, independent variables, five were spiritual.
Figure 5 reflects the final model from this study. Education is the strongest
independent variable of the set of sociodemographics. All of the spirituality variables
except Spiritual Perspective Scale added to the prediction of health promoting behaviors.
The Burkhardt model of spirituality of connectedness with self, others, and environment
clearly provideed the necessary framework. The tool for measuring self-esteem
(Rosenberg Self-Esteem Scale) posed questions on satisfaction with self, positive
reflection on self, seeing self as a success, and proud of something about self (Rosenberg,
1965). The tool for measuring spiritual growth (HPLP II Spiritual Growth Subscale)
posed questions about long term-goals, if an individual finds each day interesting and
challenging, if she connects with a force greater than herself, and if she believes her life
has purpose. Both self-esteem and spiritual growth are part of connectedness with self.
Both of these measures are also identified in Burkhardt's theory of spiritual
interconnectedness with connectedness with self. Burkhardt's theory focuses on whether
individuals view their own potential, or if individuals demonstrate self-love.
The tool for measuring interpersonal relations (HPLP II Interpersonal Relations
Subscale) posed questions that deal with discussing problems and concerns with others,
whether she has support from a network of caring people, can settle conflict with others
with discussion, praise others for their achievements, and have meaningful and fulfilling
relationships with others. The tool for measuring stress management (HPLP II Stress
Management Subscale) posed questions about getting enough sleep, taking time to relax
daily, accepting things in life that she cannot change, using methods to control stress, and
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Figure 5.
Prediction Model of Health Promoting Behaviors.
Independent Variables Health Promoting Behaviors
Education Diet
Self-Esteem
Spiritual Growth
Interpersonal
Relations
Stress Management
Exercise
Health
Responsibility
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relaxing or meditating at least 15 minutes per day. Both of these measures are also
identified in Burkhardt's theory, under the construct of connectedness with others.
Burkhardt's theory focuses on connecting in life giving ways and about losing this
connection causing stress.
The tool for measuring health responsibility (HPLP II Health Responsibility
Subscale) posed questions on whether individuals question health professionals, whether
they discuss health concerns with health professionals, whether they ask for information
from health professionals, watch educational TV, or attend seminars on health, and if
they seek guidance or counseling when necessary. This measure is identified in
Burkhardt's theory under connectedness with the environment. Burkhardt's theory
focuses on connecting with all of life or well being, if you are aware of the effects of
environment on life, and concern for health of the environment.
This model and its numerous spiritual components now become the focus of
intervention strategies rather than just the desired outcomes of the health promoting
behaviors. This study's findings supporting the theory of spirituality's influence on diet
and exercise in African American women should change the approach of health
professionals to this population. Specifically, dietitians cannot isolate "nutrition" from
the client's interconnectedness to self, others, and the environment.
Study Strength and Limitations
The study was developed to address the value of spirituality in the health
promoting behaviors of African American women. The study was conducted in Central
and South Florida, which enabled the collection of data from a diverse group of African
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American participants in the state. A descriptive cross-sectional correlational design was
used to collect the data in a relatively short period of time. A convenience sample was
used to identify sites and recruit participants in the present study, which made recruitment
relatively inexpensive. This type of recruitment limits the generalizability of study
results to the general population.
The women in the present study were educated at various levels with the majority
having some college or above and having similar socio-economic status (SES) levels,
which likely compromises the external validity of the study. This study cannot be
generalized to all African American women in the United States because other
populations are more diverse in regard to their sociodemographic and socioeconomic
status. Results of this study should be limited to the geographic locale in which the study
was carried out.
The occurrence of bias should be addressed in any type of research design.
Interviewer bias: Interviews are generally subject to interviewer bias. Using only one
interviewer generally minimizes interviewer bias. The present study used one
interviewer, the investigator, who followed specific written instructions to minimize
interviewer bias in the present study.
Self-reporting bias: Self-reporting bias occurs when participants fail to report an
exposure they are aware of because of their attitudes, beliefs, and perceptions. In this
study, diet is an area when reporting bias can occur. It is possible that participants would
deliberately not indicate the correct amount of food they consumed, or deliberately not
mention certain foods if they feel that they will be judged for eating, or not eating those
foods. The BMI constructed from self report is an issue particularly because it is an area
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where reporting bias can occur. It is possible that participants would deliberately not
indicate their correct weight and height if they feel they would be judged.
Selection bias: The study sample was a convenience sample and therefore by
using this type of sample there are issues with regard to external validity.
Information bias: Information bias occurs when data gathering methods are
inadequate and this could result in incorrect information being collected. Since data in
this study was provided by the participant and not from medical records, it is likely that
different types of information bias may have occurred during the study. However, this
type of data collection is used widely and yields credible data; there is no evidence that
credible data were not collected in the case of this study. To ensure that there was no
information bias, the instruments and procedures used to collect data for the present study
were standardized, valid, and reliable.
A limitation of this study is not taking waist-hip-ratios, the inclusion of waist-hip-
ratio with BMI gives a better picture of whether these women were at increased risk of
chronic disease. It would have given information on whether these women were pear
shaped or apple shaped. This gives some indication of risk for heart disease, which is
prevalent in this group of women.
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CHAPTER VI
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Summary
Public health data show that African Americans have not adopted health
promoting behaviors of diet and exercise for chronic disease management. The focus of
this study was spirituality, which is so important in the lives of many African American
women as it relates to health promoting behaviors. Spirituality was adopted as the
broader paradigm rather than the more narrow concept of religiosity, for example,
attending a place of worship and believing in a supreme being. The best theoretical
framework for spirituality as it relates to health (Burkhardt, 1989), initially used in the
nursing research literature, was adopted and measures were selected for the three
elements of the framework: connectedness with self, others, and environment.
The study used a descriptive cross-sectional correlational design to investigate the
relationships of the independent variables of spirituality, sociodemographics, and BMI, to
the dependent variables of diet and exercise, in answering the two primary questions:
What is the role of spirituality in impacting the health promoting behaviors of African
American women? Of the independent variables of spirituality, sociodemographics, and
BMI, which are the best predictors of diet and exercise?
African American women in Central and South Florida (n=286) participated from
churches and social groups in Miami, Orlando, and West Palm Beach resulting in 260
usable questionnaires. The current study was the first to measure spirituality in a group
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of African American women and determine if their spirituality had any affect on them
engaging in the health promoting behaviors of diet and exercise.
The mean age of the study participants was 41 + 13. Of the study participants,
55% had at least a four-year college degree. The household income of half of the study
participants was less than $45,000. Twenty-one percent of the study participants did not
work. Forty percent of the participants were married, and 34% had never been married.
The majority of the study participants were either overweight or obese (66%).
This study used several different validated and reliable measures: connectedness
with self was measured using the Rosenberg Self-Esteem Scale and the HPLP II Spiritual
Growth subscales, which together measured self-esteem or self-concept and whether an
individual engaged in personal development. Connectedness with others was measured
using the HPLP II Interpersonal Relations and HPLP II Stress Management, which
together measured whether an individual connects in life-giving ways with family,
friends, or social groups and if there is a loss of connectedness which causes conflict.
Finally, connectedness with the environment was measured using the HPLP II Health
Responsibility subscale and the Spiritual Perspective Scale (SPS), which both measured
whether an individual has a sense of connection with all of life and nature. Diet was
measured with the Block Brief 2000 Dietary Questionnaire and the HPLP II Nutrition
subscale. Exercise was measured by the HPLP II.
Connectedness with self was operationalized to include Self-Esteem (Rosenberg's
Scale) and Spiritual Growth (HPLP II). Self-esteem was the single best predictor of diet
and exercise when employing hierarchical regression. Burkhardt's connectedness with
the environment included the measure of Health Responsibility (HPLP II) and was a
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predictor of improved diet. Education rose as the single significant sociodemographic
variable to predict positive dietary habits.
Initial tests of association indicated some of the independent variables (education
and stress management) had significant relationships to the dependent variables of diet
and exercise. Canonical correlation analysis, which treats the dependent variables as a
set, and the independent variables as a set was able to depict a more complete view of the
situation. This test helped to identify a significant pair of canonical variates, which
indicated individuals with traits of good nutrition, increased physical activity, and healthy
eating, while also having better stress management, better health responsibility, higher
spiritual growth, better interpersonal relations, more education, and higher self-esteem.
This significant finding points to five of the six spirituality variables plus education
accounting for 56% of the variance, indicating that all three components of the
spirituality model, connectedness with self, others and the environment, can be used with
reasonable assurance with this population. Additionally, it can be stated that as diet and
exercise improved, so did these specific spiritual components as well as education.
Spirituality is of important benefit to African American women who are experiencing
challenges to their health and well-being. The message of prevention of chronic disease,
adoption of health promoting behaviors, and coping with health problems are prominent,
but not always well communicated. The intersection of spirituality and health for African
American women can make a difference in their health experience, helping to eliminate
health disparities and promoting positive health outcomes (Musgrave et al., 2002). This
study's findings of the relationship of stress management, health responsibility, spiritual
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growth, interpersonal relations and self-esteem to health promoting behaviors concur
with Musgrave's conclusions.
Conclusions
The Burkhardt model of spirituality is a useful framework to evaluate and
conceptualize issues of self, others, and the environment, which impact this population.
The conclusions of the study are that spirituality influences health promoting behaviors of
both diet and exercise. The study also concluded that educational attainment in this
group of African American women was an additional factor in the presence of health
promoting behaviors of both diet and exercise. Furthermore, this provides an
intervention protocol that includes spiritual sensitivity.
This study provided baseline data on the spiritual health and nutritional status of
African American women in Central and South Florida. The public health implications
of the reported decreased intakes of fruits, vegetables, fiber, calcium, and increased fat
intakes are serious. Appropriate measures should be taken to further investigate and
make policy decisions regarding necessary interventions. Some of these implications
include a greater healthcare cost, and a society that is more overweight and obese, which
will lead to increased prevalence of chronic disease.
Over the last two decades, Healthy People 2000 (HP2000, 1989) and Healthy
People 2010 (HP2010, 1999) have set recommendations for improving diet not only in
the general population but in the African American population, more specifically, African
American women. The messages have been to reduce energy and fat intakes, while
increasing fruit, vegetable, calcium and fiber intake. Additionally, for hypertension,
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reduction in sodium is added to the educational approach. Appropriate emphasis has not
been made to ensure that African American women were heeding these messages. The
women in this study were still not consuming adequate fruits and vegetables in their diet,
thereby not consuming adequate amounts of dietary fiber. These behaviors have
implications for several different dietary problems, which increase the chronic disease
risk for heart disease, obesity, osteoporosis, and diabetes. This also has implications for
an increase in prevalence of cancer associated with an increase in dietary fat
consumption. However, although the "average" nutritional intake of this population
contained specific deficiencies, it should be noted that the major finding was as an
individual's diet improved, so did five of the six spiritual variables (self-esteem, spiritual
growth, interpersonal relations, stress management, and health responsibility).
Recommendations
Based on this study in Central and South Florida, adequate information is known
about the participants' spirituality, diet, and exercise to proceed with a planned
intervention to a similar group of volunteers. Additionally, it has been shown that these
women can be accessed for health promoting activities. The venues for the interventions
include churches or social groups, wherever these women congregate and are willing to
participate. However, rather than a "religious" approach, the church would need to agree
to the spiritual concepts addressed by this study's model: self-esteem, spiritual growth,
interpersonal relations, stress management, and health responsibility.
Although this study reflects a cross-sectional sample, since it is not a
representative sample, it cannot be assumed that all church-going women in Central and
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South Florida are reflected in these results. It is recommended, therefore, that further
testing of this model would be necessary in other environments (states or localities).
For Americans in general., especially African American women, close attention
must be paid to their lack of dietary intakes of fruits, vegetables, fiber, calcium, iron, and
increased intake of fat. The intakes of these nutrients are of particular importance to the
increased incidence of obesity in this group of women. It also has some bearing on
whether these women will develop chronic diseases later in life. The more recent
findings of Dietary Approaches to Stop Hypertension (DASH) point to these same
parameters (Sacks et al., 2001).
Although many studies show that education plays a critical role in allowing
women to transcend racial and social class boundaries, it is important to realize that in
this group of women there are some crucial cultural boundaries such as dietary patterns
that seem less easy to change, although their educational attainment has been met. It is
evident that culture plays an important role in these women's decisions as they relate to
their diet and spiritual patterns. Spirituality, specifically the interconnectedness with self,
others, and the environment, may be the missing link to changing the diet and lifestyle
patterns of these African American women. The findings of the present study provide
new information to the field of diet and disease prevention. This study focused on the
importance of spirituality as defined by Burkhardt (1989) in the health promoting
behaviors of African American women, which is a unique contribution to this body of
knowledge. The discussion section detailed the components of Burkhardt's spirituality
model, which could provide the theoretical framework of an intervention trial. Experts in
self-esteem, spiritual growth, interpersonal relations, stress management, and health
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responsibility combined with expertise in diet and exercise are needed for a multi-
disciplinary team approach. Focusing on interventions to improve the participants'
spirituality is believed to have a positive impact on other aspects of their lives. For
example, when African American women learn better stress management, their
knowledge of improved dietary practices has a better chance of succeeding. Similarly,
their spiritual growth, including feeling connected to a force greater than themselves and
the belief that life has purpose, contributes to their ability to adhere to healthier food and
exercise practices.
The findings of this study are an appropriate place to start when considering
interventions for African American women. It is important to note the focus of
measurable behavior should be food and exercise choices, appropriate portion sizes, and
not weight loss, although many studies in the past have focused on weight loss when
conducting studies with African American women in a church setting (Kumanyika &
Charleston, 1992; McNabb et al., 1997; Yanek et al., 2001). Another study focused on a
healthy lifestyle approach, without focusing on weight loss (Riebe et al., 2003). Notably,
none of these church-based studies included spirituality. Hence, a spirituality focus that
targets health promoting behaviors as a desired outcome, while avoiding a weight loss
approach, is recommended.
Although the purpose of this study relates spirituality with health promoting
behaviors, it is the long-term goal of chronic disease management for this population,
which is the impetus for this study. It is with this goal in mind that numerous strategies
have been considered. The Seventh Report of the Joint National Committee on
Prevention, Detection, Evaluation and Treatment of High Blood Pressure recently
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recommended lifestyle modifications include losing weight if overweight, eating more
lowfat dairy foods, fruits and vegetables as part of the DASH eating plan, reducing
dietary sodium, exercising more and limiting alcohol consumption (Chobanian et al.,
2003).
These recommended lifestyle modifications are congruent with those assessed in
this study. What we now conclude is that only focusing on the nutrition message without
taking in account the whole person, that is, her spirituality (connectedness with self,
others and environment), leads to less effective health outcomes. The health community
must embrace the spiritual nature of African American women for successful
implementation of health promoting behaviors.
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Feasibility Study
After their informed consent was signed, eligible women in Orange County were
asked to fill out the survey. A convenience sample of 35 women age eligible 18 - 55
were recruited in the feasibility study phase of the study and administered the following
study instruments:
Instrumentation
1. Rosenberg Self-Esteem Scale (Form #1)
2. Health Promoting Lifestyle Profile II (Form #2)
3. Spiritual Perspective Scale (Form #3)
4. Food Habits Questionnaire (Form #4)
5. Sociodemographic Questionnaire (Form #5)
6. Anthropometry Form (Form #6)
A standardized protocol was tested which included arrangements, written
communication, and instrument administration.
This feasibility study provided valuable information on the mean time questionnaire
administration of each instrument for the study. It also allowed decisions to be made on
the impact of duration of the instrument administration on potential participation rates of
subjects in the study.
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LIST OF CHURCHES AND COMMUNITY SETTING GROUPS
1. Macedonia Missionary Baptist Church
Rev. Willie C. Barnes
412 E. Kennedy Blvd.
Eatonville, FL 32751
2. Bethel Full Gospel Baptist Church
Bishop Carlos L. Malone Sr.
14440 Lincoln Blvd.
Miami, FL 33176
3. Orthodox Zion Primitive Baptist Church
Rev. James H. Chester
2900 N. Australian Avenue
West Palm Beach, FL 33407
4. Alpha Kappa Alpha Sorority, Inc.
Orlando, FL
West Palm Beach, FL
5. CMS Women's Social Group
Perrine, FL
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Are you interested in your health!
All Women are invited
Come join us for
FOOD, FUN &
NUTRITION
Tuesday, February 12
8:30 PM
Get your chance to speak to a Registered
Dietitian
>Learn More About Women's Health
> Complete a short questionnaire
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INFORMED CONSENT
THE RELATIONSHIP BETWEEN SPIRITUALITY AND HEALTH PROMOTING BEHAVIORS
OF AFRICAN-AMERICAN WOMEN
I freely and voluntarily consent to be a participant in the research project entitled "The Relationship
between Spirituality and Health Promoting Behaviors of African-American Women", to be conducted
at Florida International University with Deirdra N. Chester MS, RD, as the Principal Investigator.
I understand that the purpose of this research is to obtain important information about the health and
nutritional status of African-American women as it relates to spirituality.
I have been told that this interview will last about 1 hour, and I understand that the interview procedure will
be as follows:
1. At the interview, I will be asked questions about my spirituality, physical health, diet, and
sociodemographic information. My answers will be recorded on questionnaires either by
myself, or by the interviewer.
2. I will have my weight, height, waist and hips measured by the interviewer.
I understand that there are no known risks or benefits involved in my participation in this study, other than
the feeling of satisfaction for having participated in a project that could possibly provide information that
could improve women's health. I have been told that my responses will be kept strictly confidential. All
scores on any data will be identified by a code, and my identity will not be revealed to anyone without my
expressed permission. There are no costs to me for participation in this study.
I understand that I may withdraw my consent and discontinue participation in this research project at any
time with no negative consequences. I have been given the right to ask questions concerning the procedure,
and any questions have been answered to my satisfaction. I understand that if any new findings are
developed during the time that I am in this which may affect my willingness to continue to be in the study,
I will be informed as soon as possible.
I understand that if I desire further information about this research I should contact Deirdra N. Chester, at
(305) 408-1613 or Susan P. Himburg, PhD at (305) 348-3233. I also understand that if I have any
questions concerning the rights of human subjects or injury that I feel I have incurred related to the study, I
may contact Dr. Bernard Gertsman, the Chairperson of the Institutional Review Board at Florida
International University, at 305-348-3115 .
I have read and I understand the consent form.
Signature of participant Printed Name Date
I have explained and defined in detail the research procedure in which the participant has agreed to
participate and have offered her a copy of this informed consent form.
Signature of Witness Date
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Florida International University
Office of the Director
MEMORANDUM
To: Deirdra Chester
CC: Dr. S. Himburg
File
From: Yvette Peterson, Coordinator Institutional Review Board
Date: August 19, 2002
Proposal lApprovalf: '11e Role of Spirituality in Influencing Health Behaviors in African-
American Women" - 090701-00
Your study was approved for the use of human subjects by the Institutional Review Board of
Tlorida ternational University in September of 2001. As a stipulation of IRB approval you are
required to submit annual reports and a project completion report.
The following is an abbreviated list of items that must be submitted to an IRB Representative by
the anniversary of your approval date in order to expedite the review of your proposal and avoid
approval termination. A comprehensive fist is provided at the end of Form B:
* Form B -(NEW) Application for the use of human Subjects, Cnnation/odification
* Consent Documents -Must be renewed annual
* An IRB Protocol - if changes will be made to the original protocol
* Human Subject Certifications for any new persons on research team
You wifl be notified in writing of continued approval. All forms and information regarding the
use of human subjects can be found at the DSRT website at www.dsrt.fiu.edu. If you have
additional questions you may contact the IRB Coordinator, Yvette Peterson, at 348-2494 or by
email at irbiacucliu.edu. The Division of Sponsored Research and the Compliance Office has
relocated to the MARC building, main office room 430.
Division of Sponsored Reseach and Training
o University Park 0 Center for Engineering and Applied Sciences
11200 S.W. 8 Street-PC539 10555 WestFaglerStreet.EAS2425
Miami, FL 33199 Miami, FL 33174
(305) 348-2494 - Fax: (305) 348-4117 (305) 348439 - Fax: (305) 3484389
TDD, via FRS 1-800-955-8771
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Florida International University
Office of the Director
MEMORANDUM
To: Deidra N. Chester
CC: Dr. Susan P. Iimburg
File
Fam: Yvette Peterson, Coordinator Institutional Review BM
Date: Februay 13, 2002
Proposal Ttle: "The Relationship of Spirituality and Health Promoting Behaviors of
Africa American Women" -Aproval 090701-00
The modification(s) subitted to the Institutional Review Board have been approved. The
modification requested is to:
> Chage to the title above
> Question #2 removed from the questionnaire
> The Multidimeansioaal Health Locis of Control Questionnaire deleted
> The Food Habits Questionnaire replaced by the Brief Food Questionnaire
There are no additional requirements in regards to your study. However, if there are changes in
the protocol after you commence your study that may increase the risks that the human subjects
Sarexposed to, you are required to refit your proposal to a Representative of the IRB for
review. Your annual review date is August 2002. If you have any questions please contat your
Repratative or the MRB Coordinator at 348-2494 r by email at Peterson dsrt.fiu.edu.
Division of Sponsored Research and Taining
0 Univemty Pak O Center for Engineeziog and Applied Sciences
11200 S.W.8 Street -PC 539 10555 West FLagcr Street - EAS 2425
Miami, FL 33199 Mami,FL 33174(305) 348-2494 - Fax 005) 348-4117 005) 348439 - Fax (305) 348-6389
TDD, vi FRS 1800-955-8771
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Florida International University
Office of the Director
MEMORANDUM
To: Deidra N. Chester
CC: Dr. Susan P. Himburg
File
From: Yvette Peterson, Coordinator Institutional Review Board
Date: September 7, 2001
Proposal Titke: "The Role of Spirituality in Influencing Health Behaviors of African-
American Women" -Approval #090701-00
The Institutional Review Board of Florida International University approved your study for the
use of human subjects on September 7, 2001. Please note your approval number is indicated
above. Federal regulations require that you receive annual review of your research. Your annual
report will be due in September 2002 or at the time of project completion. You are required to
complete the IRB Application in addition to the submission of the following information:
1) The number of human subjects that you have included in your study during the past year.
2) Any problems that occurred with any of the human subjects, e.g. injuries, complaints, etc.
3) Any changes in the protocol of the study that affects the human subjects.
4) An approximate date for completion of your study
5) And upon project completion, a copy of your manuscript, published paper or the abstract of
your dissertation or presentation of this data.
In addition to this yearly report, it is still a requirement that any serious incidents related to (2) or
(3) above be immediately reported to the IRB. You are required to use copies of your date
stamped Informed Consent document for the recruitment of subjects.
Please call the IRB office at 348-2494 with questions or concerns or visit the DSRT web site at
www.dsrt.fiu.edu.
Division of Sponsored Research and Training
0 Unikeaty Park O Center fa Engineering and Applied Sciences11200 SW. Street -PC 539 10555 West Flagler Street -EAS 2425
Mami, FL 33199 Miami, FL 33174(305) 348-2494 - Fax: 05) 348-4117 (305) 348-6439 - Fax: (305) 348-6389
MD1, via FRS 1-800-955.771
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FORM #1: ROSENBERG SELF-ESTEEM OUESTIONNAIRE
Participant ID Number: 0000
On the form below, please circle the number for each question that corresponds to your agreement with the
statement.
1=Strongly Agree 2=Agree 3=Disagree 4=Strongly Disagree
1. On thecwhole, Iam satisfied with myself 1 2 3 4
2. At times, I think I am no good. 1 2 3 4
3. I feel thatlIhave anumber of good qualities. 1 2 3 4
4. I amabie to dothings as well as most other peope. 1 2 3 4
5. I feellIdo not have much tobe proud of. 1 2 3 4
6. I certainly feel useless at times. 1 2 3 4
7. I feel thatlIam aperson of worth, at least onan equal plane with others. 1 2 3 4
8. I wishlIcould havenmore respect for myself. 1 2 3 4
9. All in al, Iam inclined to feei thatlIam afailure. 1 2 3 4
10. I take a positive attitude toward myself. 1 2 3 4
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FORM # 2: HEALTH-PROMOTING LIFESTYLE PROFILE I
Participant ID Number: 0000
DIRECTIONS: This questionnaire contains statements about your present way of life or personal habits. Please
respond to each item as accurately as possible, and try not to skip any item. Indicate the frequency with whichyou engage In each behavior by circling:
N for never, S for sometimes, O for often, or R for routinely
1. Discuss my problems and concerns with people close to me. N S O R
2. Choose a diet low in fat, saturated fat, and cholesterol. N S O R
3. Report any unusual signs or symptoms to a physician or other health N S O R
professional.
-4. Follow a planned exercise program. N S O R
5. Get enough sleep. N S O R
6. Feel I am growing and changing in positive ways. N S O R
7. Praise other people easily for their achievements. N S O R
8. Limit use of sugars and foods containing sugar (sweets). N S O R
9. Read or watch TV programs about improving health. N S O R
10. Exercise vigorously for 20 or more minutes at least three times a week N S O R
(such as brisk walking, bicycling, aerobic dancing, using a stair climber).
11. Take some time for relaxation every day. N S O R
12. Believe that my life has purpose. N S O R
13. Maintain meaningful and fulfilling relationships with others. N S O R
14. Eat 6 - 11 servings of bread, cereal, rice and pasta each day. N S O R
15. Question health professionals in order to understand their instructions. N S O R
16. Take part in light to moderate physical activity (such as sustained N S O R
walking 30-40 minutes 5 or more times a week).
17. Accept those things in my life which I can not change. N S O R
18. Look forward to the future. N S O R
19. Spend time with close friends. N S O R
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N for never, S for sometimes, O for often, or R for routinely
20. Eat 2-4 servings of fruit each day. N S O R
21. Get a second opinion when I question my health care provider's advice. N S O R
22. Take part in leisure-time (recreational) physical activities (such as N S O Rswimming, dancing, bicycling).
23. Concentrate on pleasant thoughts at bedtime. N S O R
24. Feel content and at peace with myself N S O R
25. Find it easy to show concern, love and warmth to others. N S O R
26. Eat 3-5 servings of vegetables each day. N S O R
27. Discuss my health concerns with health professionals. N S O R
28. Do stretching exercises at least 3 times per week. N S O R
29. Use specific methods to control my stress. N S O R
30. Work toward long-term goals in my life. N S O R
31. Touch and am touched by people I care about. N S O R
32. Eat 2 -3 servings of milk, yogurt or cheese each day. N S O R
33. Inspect my body at least monthly for physical changes/danger signs. N S O R
34. Get exercise during usual daily activities (such as walking during lunch, N S O R
using stairs instead of elevators, parking car away from destination and
walking).
35. Balance time between work and play. N S O R
36. Find each day interesting and challenging. N S O R
37. Find ways to meet my needs for intimacy. N S O R
38. Eat only 2-3 servings from the meat, poultry, fish, dried beans, eggs, N S O R
and nuts group each day.
39. Ask for information from health professionals about how to take good N S O R
care of myself.
40. Check my pulse rate when exercising. N S O R
41. Practice relaxation or meditation for 15-20 minutes daily. N S O R
42. Am aware of what is important to me in life. N S O R
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N for never, S for sometimes, O for often, or R for routinely
43. Get support from a network of caring people. N S O R
44. Read labels to identify nutrients, fats, and sodium content of packaged N S O R
foods.
45. Attend educational programs on personal health care. N S O R
46. Reach my target heart rate when exercising. N S O R
47. Pace myself to prevent tiredness. N S O R
48. Feel connected with some force greater than myself. N S O R
49. Settle conflicts with others through discussion and compromise. N S O R
50. Eat breakfast. N S O R
51. Seek guidance or counseling when necessary. N S O R
52. Expose myself to new experiences and challenges. N S O R
c S.N. Walker, K. Sechrist, N. Pender, 1995. Reproduction without the author's express written consent is not
permitted. Permission to use this scale may be obtained from: Susan Noble Walker, College of Nursing, University of
Nebraska Medical Center, Omaha, NE 68198-5330.
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FORM #3: SPIRITUAL PERSPECTIVE SCALE
Participant ID Number: 0000
Introduction and Directions: A person's spiritual views may be an important part of their life. In general,spirituality refers to an awareness of one's inner self and a sense of connection to a higher being, nature, others,or to some purpose greater than oneself. I am interested in your response to the questions below. There are no
right or wrong answers, of course. Answer each question to the best of your ability by marking an "X" in the
space above that group of words which best describes you.
1. In talking with your family or friends, how often do you mention spiritual matters?
Not at all Less than About once About once About once About once
once a year a year a month a week a day
2. How often do you share with others the problems and joys of living according to your spiritual beliefs?
Not at all Less than About once About once About once About once
once a year a year a month a week a day
3. How often do you read spiritually-related material?
Not at all Less than About once About once About once About once
once a year a year a month a week a day
4. How often do you engage in private prayer or meditation?
Not at all Less than About once About once About once About once
once a year a year a month a week a day
Directions: Please indicate the degree to which you agree or disagree with the following statements by marking
an "X" in the space above the words which best describe you.
5. Forgiveness is an important part of my spirituality.
/ / / / /
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agree
agree
6. I seek spiritual guidance in making decisions in my everyday life.
/ / / / / /
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agre
agree
7. My spirituality is a significant part of my life.
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agree
agree
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8. I frequently feel very close to God or a "higher power" in prayer, during public worship, or at important
moments in my daily life.
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agree
agree
9. My spiritual views have had an influence upon my life.
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agree
agree
10. My spirituality is especially important to me because it answers many questions about the meaning of life.
Strongly Disagree Disagree Agree more Agree Strongly
Disagree more than than disagree Agree
agree
Do you have any views about the importance or meaning of spirituality in your life that have not been addressed by the
previous questions?
Thank you very much for answering the questions.
Copyright Reed, 1986
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FORM# 4: SOCIO-DEMOGRAPIC DATA SHEET
Participant ID Number: 0000
1- Which of the following do you consider yourself to be?
0 African American or Black, non Hispanic
0 Black, Hispanic
0 White, non-Hispanic
0 White, Hispanic
0 Caribbean
0 Asian
0 Other Please Specify:
2. How long have you lived in United States? years.
3. What is the highest level you reached in school?
O Elementary (grade completed )
0 Middle (grade completed )
O High (grade completed J
0 College: (years completed J
0 Completed College:0 AA/AS Degree 0 BA/BS degree OVocational
0 Graduate School: 0 Masters Degree 0 PhD or MD
4. What is your current occupation?
5. At present, are you working outside of your home?
0 Full time
O Part time
0 Both Full-time and Part-time
0 Not working outside of the home
6. What is your current marital status?
0 Single, never married
0 Divorced or separated
0 Married
0 Widowed
7. How many people live in your household? persons.
0 Children (less than 5 years old) (How many? )
0 Children (5 -20 years or older) (How many?-)
0 , Adults (21- 64 years old)(How many?_ )
0 Adults (65 years or older) (How many?-)
8. What is your household income?
0 $15,000 or less
0 $15,001- $30,000
0 $30,001 - $45,000
0 $45,001 - $60,000
0 Over $60,000
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9. What religious denomination/tradition, if any, do you identify most strongly with
o Baptist
o African Methodist Episcopalian
o Episcopalian
o Other Please Specify?
10. How often do you attend religious service?
o Never
o Rarely (1-5 times per year)
o Occasionally (6-12 times'per year)
o Frequently (about 1- 3 times per month)
o Once every week
o More than once a week
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RESPONDENT IDNUMBER TOA DATE B EF FOOD
'a~DAY B m F O
0000 2 QUESTIONNAIRE
@@@@@@@e 2 May 3 02
@@@ @@ e Jkm~ 2003C
U)UU))U JuA 2004
m mmmm Aug 2005
m mmmmm sep 2006
Ommmmmm Oct 2007
04DO W 3Nov 2008
mmm®®() Dec 2009
This form is about the foods you usually eat. SEX AGE - WEIGHT HEIGHTwi take about 15-25 minutes to complete. o m pounds t
* Please answer each question as best you can. O Femle
Estimate I you aren't sure.
*Use only a No; 2-pencL kiuaie,arwyou
pregnait ouFi in the crles completely, and erase breast eeding?
. completely if you mtake any changes. O No
Please print yourm name In hils box. loY l
o Not female
U)
This form Is about your usual eating habits in the past year or so. This includes all meals or snacks, at home orin a restaurant or canyut. There are two kinds of questions for each food.
HOW OFTEN, on avwage, did you eat tie food duing the past year?
- *Please DO NOT SKIP any foods. Mark "Never I you didn't eat k.
HOW MUCH did you usualy eat of the food?
*Somemes we ask how Many you eat, such as 1 egg, 2*eggs, etc., ON THE DAYS YOU EAT IT.
'Sometimes we ask "how much' as A, B, C or D. LOOK ATTHE ENCLOSED PICTURES. For each food,pick tie picture (bowls or plates) that looks the most ke tie serving size you usually eat. (If you dont have
pictures: A=1/4 cup, B=1/2 cup, C=1 Cup; D= 2 cups.)
EXAMPLE: This person dmnk apple juice twice a week, and had one glass each time. Once a week he ate a
C"-sized serving of rice (about 1 cup).
HOW OFTEN IN THE PAST YEAR -
-- 4s HOW MUCH EACH TIME
TYPE OF FOOD. t e a m so TwoM SEE PORTION SIZETP FFQ r w W W PffPICTURES FOR A-8-C-D01111 MOMT V= WS Wc WX
Apple juice 0 0 0 0 0 0 0 0 g lase o o oWc time 1 _ "
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HOW OFTEN IN THE PAST YEAR - '' t: . - - -
- - . HOW HUCHEAH TN
- TYPE OF FOOD MES 1E t (ES TMES IMEE SEE PdfTON SIZE
r« . Jw W W P JMY ICTURESFOR A8--D
How often do you eat each of the following foods all year round?
Eggs, including egg biscuLts or Egg - -- -a -
McMuins (Not egg substtutes0 0 0 0 0 0 0
Bnora astsa, Ini 0 0 0 0 0 0 0 0 0 My 00
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Cheessced ch e or cheese 0 0 0 0 010 0 0 0 HOWA:U . Ospread, including on sandwiches. .111:1 LL. i
Yogurt(notfrozenyogurt) 0 0 0 0 0 0 0 0 0 Howuch O 00O
How often do you eat each of the following fruits?
Bananas 0 0 0 0 0 0 0 00 G C 0 0 0
Apples or peas. O o 0 0 0 0 0 O O a ow My a 0 O
oranges, tangednes, not including Juice 0 0 0 0 0 0 0 0 0 How any O o 0 0
. Applesauce, fd codda, or any 0 0o 0 0 0 0 0 Ho 00
cannedfnut . a c o
Any other rult, Nk grapes, melon,
.- strawbentes, peaches, applesauce -. O O O0i0
.m
Ma l PAGE2
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ftwm, canned or In sdr fry, at bom or in a restauaacit?
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A 0 C 0
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Sweet Pte ' ym or sweef Potdo 0 0 0 0 0 0 0. 0 O HNIVA 0 0 0 0ple' A a C 0
We. or d dm gade wth rice 0 0 0 0 0 0 0 0.0 How much O O O O
Baked beans. chl wid, beans, 004 0 0 0 0 0 0 0 0 0 How much 0 0 0 0any other dried beans A 0 C 0
Refried beams 0 0 0 0 .0 O ""O 0 0 Now much 0 0 0 0
Green beans or green peas 0 0 0 0 0 0 0 0 0 Haw much 0 0 0 0
Brroccod 0 0 0 0 0 0 O- O O Howmnch o O O O
Caffots' oc stews or rtrbaed vegetabies O O O O -0 0 0 0 0 Howmuch O O O Ocorwairkv Carrels
Spkwdk or gram No Collards 0 0 .00 0 0 0 0 0 Howmuch 0 0 0-0
ccC cabbage o 0 00 0 0 0-0 o limmuch 0 0 0 0
G *h salad 0 0 0 0 0 0 0 0 0 How mach O o 0 0
" A 0 c e
Ralkyoinadoes, hdudmrg h salad 0 0 0 0 0 0 0.0 O Horn march 0 0 0 0
UiWsalsa oldie peppers O O O b 0 0 0 0 0 0 0 0 0
or "mydwwbe 0.0 0 O o 0 0.0 o HOWMV 0 0 0 0
;: - : S.
i4'S' o wear table, like Con, 0 0 0 0 0 0 0 0 0 0 0 0.0
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cooked onlorrs
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a 
s 
s 
s
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0OFTEN1H THE PASTYEAR
" TYPE OFBEVERAGi~ -' ". ucc.: m N mu mLEP~NSZ
":.F T rW :.p rte- WEE w~m WE .PICTURES FOR AB.C O
.. How often do you drink the following beverages?
Rea orang or grapefu juice, Welch's Hwmnlcy 00000000O 0 0 O n a a o.O
Tag rca pajuces. Juc ia a :
- Howman
iKWIAid,GCapd Sun or.Knudsen ulces 0 0 0 0 0 0 0 0 0 glsegc 0 0 0 0
-nt br4s itae w .OoOOO.0O.. coyO
.am~atm, ietshakeske ~0 0o 0 000 r
,,- lqukf su4peentsnk&Ensure, : -~SU .. a a 4
Glasses of milk(any kind) 0 000 0010 0 0 0 0
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.. hatIdo youtuaeydrnk? O Reducedat2%inl a 'O Rice "k 
.
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- boka'lespix rIIM
Beerweol 0 0 0 0.0 00 00 O6 0o
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During uie past year, have you taken any vitamins or minerais regularly, at leastonco a month?
0 No. not regulay O Yes, faily regularly -,
(IF YES) WHAT DID YOU TAKE FAIRLY REGULARLY?
VITA iN TYPE . HOW OFTEN FOR HOW ANYYEAS?
AM 1444i
DAYS Dl SA LESS
o w x w M w TIW( 1 3 YEA 5 ij
Multiple Vitamins. Did you take...
Regular nce-A-Day, Con nun, or Thera type O O O O O o 0 0 0 0 OpSRess-abs or B-Cme type 0 0 0 0 0 0 0 0 0 0 0Aorxidant cmalxon type 00 0 00 0 0 0 0 0 0Single Vitamins (not part dt muftple vttarnns)
VtaminnA(notbeta-c anene) O O O O O 0 0 0 0 0 0Bek-arolene . 0 0  0 00 0 0 0 0Vrtamin C. .. .O O O 0 O 0 0 0 0 0 0Vllani nE O O O O O 0 0 0 0 0-0FoicacId, Mate 
-O o 0 00 0 0 0 0 0 0Calcium or Tums, alone or combied with vtL D or
magnesum 0 0 0 00 0 0 0 0 0 0ZnC ~ 00 0 00 0 00 00 0
kon 0 0000 0 0 0 0 0 0
Selenium 00000 0 0 0 . 00
vitamin D alone or combied with calcIum 0 0 0 0 0 0 0 0 0 0
K you took vitamin C or vitamin E:
How many millgrams of vitamin C dd you usually take, on tie days you iook I?
O 100 0 250 0 SW O 750 O 1000 0 1500 O 2000 O 3000+ O donknowHow many Ks of vitamin E did you usuanly take, on tie days you took1?
O 100 O 200 O 300 O 400 O 600 O 800 O 1000 O 2000+ O don't know
How often do you use iat or adin cooking?
O Less tian once per week O A few mes per week 0 Once aday O Twice a day O 3+ per day
What kinds of fat or ol do you usuaty use in cooking? MARKONLYONE OR TWO
O Don't know, or Pain O ButlerAnargarne blend O Land, fatbdck, bacon fat
O Sack margarine O Low-fat maigadne O Crisco
O Soft tubmargaine oCom o, lgetble o
O Butter O Ohve of or canola o
Did you wer drink nmon: beer, wine or quo an you do aow? O Yes O No
Do you smoke cIgarttes now? O Yes O No
F YES, On the average about ho many cigaretes a day do you smoke now?
01-5 O6-14 015-24 02-34 O 35 moore
What is your ethnic group? (MARK ONE OR MORE)
O ispanic or Latino O Black or Adcan Anedcan "O Mwedcan Indian or AlaskaMNave
O White, not ispanic O Asian O Naive Hawalan or Otier Pacfic siander
-PLEASE DO NOT WRITE I THIS AREA
PAGE? U U RU
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Study Protocol
I . Telephone interview to explain overall purpose of the study to Pastor or targeted
church and leader of social groups.
2. Arrange for delivery of instruments and consent form for approval of study to
Pastor or leader of social groups.
3. Contact person designated to facilitate meeting for data collection.
4. Telephone contact person to arrange meeting details. Specifications outlined:
appropriate date and time for optimum participation; adequate space for
participant to complete instruments without interruption; two volunteers for
assistance with study instrument collection; podium and microphone for
communication; space for refreshments.
5. Meeting agenda
a. Introduction to study
b. Distribution of Informed Consent
c. Participant question period
d. Collection of completed Informed Consent
e. Distribute Instruments
f. Completion of instruments (allowance for individually answered
questions)
g. Collection of instruments
h. Refreshments
i. Closing forum on "Nutritional Issues"
j. Distribution of "Nutrition Information Goody Bags"
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LIST OF NUTRITION INFORMATION
"GOODY BAG" CONTENTS
1. Soul Food Pyramid
Donated by Hebni Nutrition Consultants
2. Banking on Beautiful Bones: A lifetime commitment to calcium
Donated by National Dairy Council
3. The Lowdown on Lactose Intolerance: Making the most of milk
Donated by the National Dairy Council
4. Down Home Healthy Cookin' Recipes and Healthy Cooking Tips
Donated by the National Institutes of Health - NCI
5. Action Guide for Healthy Eating
Donated by the National Institutes of Health - NCI
6. Your Best Body: A story about losing weight
Donated by the National Institutes of Health - NCI
7. Tips on how to...Eat Less Fat
Donated by the National Institutes of Health - NCI
8. Eat 5 Fruits and Vegetables Every Day
Donated by the National Institutes of Health - NCI
9. Food Diary
Donated by Hebni Nutrition Consultants, Inc.
10. Soul Food Pyramid Bookmark
Donated by Hebni Nutrition Consultants, Inc.
11. The Down Home Healthy Way Bookmark
Donated by the National Institutes of Health - NCI
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